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for 
rapid 


ocular disorders 


DEXAMETHASONE 


treats more patients more effectively 


a new order of magnitude in corticosteroid effectiveness 
a new order of magnitude in margin of safety 


A recent evaluation of corticosteroids in ophthalmology’ concludes that 
DECADRON ‘offers a superior degree of anti-inflammatory effect with a_ 
minimum of side effects.” 


Note: Corticosteroid therapy is contraindicated in dendritic 

|} Gordon, North Carolina M J. 19-473 (November) 
Additional literature is available to physicians cn request 
DECADRON is a trademark of Merck Inc 


MERCK SHARP & DOHME . 
DIVISION OF MERCK & CO., INc., | 
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ADVERTISEMENTS 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Caroli in a 60. park 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Geathern 
Pines. This section is unexcelled for its healthful climate. 

P — facilities are afforded for recreational and occupational therapy, particularly out- 
rs. 

Special stress is laid on psychotherapy. An effort is made to help the potions arrive at 
an understanding of his problems and by adjustment to his personality fficulties or 
modification of personality traits to effect a cure or improvement in the di on d 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff£ Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


PHYSICIANS — RESIDENTS —and INTERNS 
Are you contemplating entering private practice soon? 


ATTENTION 


We can equip your office complete 
The following on display .... 

Electrocardiographs Diagnostic Equipment 
Examining & Treatment Laboratory Supplies 

Room Furniture Surgical Instruments 
Microwave Diathermy Fracture Equipment 
Ultrasonic Therapy Units Sterilizing Equipment 
Scientific Equipment and many other items 


HAMILTON examining & treatment table 
Distributors of KNOWN BRANDS of PROVEN QUALITY 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 


We invite you to our stores. Let our SPECIALLY 
TRAINED PERSONNEL help you make your 
selection. SEE what you BUY, BEFORE you BUY 
IT. 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 
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NEW UNEXCELLED TASTE 


*Raldrate 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, Inc. ricumonp 2e, va. 


. 
anil 


provides therapeutic sulfa levels for 24 hours... Highly 
soluble... rapidly absorbed . . . produces fast, sustained 
plasma-tissue concentrations. Simple, easy-to-remember, 


WHENE VER SUL FA S A RE INDICA TED single 0.5 Gm. daily dose. No crystalluria. 


* with low incidence of sensitivity reactions ... Extremely low 
in toxie potential. 2.3 No cutaneous or other objective 
reactions seen in a wide scale study of clinical toxicity. ? Even 
minor subjective reactions are not expected to occur 2 or are 
reported absent ® when recommended schedule is used. 
TABLETS, 0.5 Gm., bottles of 24 and 100. New ACETYL PEDIATRIC 
SUSPENSION, cherry flavored, 250 mg. sulfamethoxypyridazine activity 
per teaspoonful (5 cc.), bottles of 4 and 16 fl. oz. 
1. Editorial: New England J. Med. 258:48, 1958. 
2. Vinnicombe, J.: Antibiotic Med. & Clin. Ther. 5:474, 1958, 
3. Sheth, U. K., et al.: Ibid., p. 604, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. GQaterte) 
*Reg. U.S. Pat. Off. 


Sulfamethoxypyridazine Lederie 
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MICRONITE 
FILTER: 


key to Kent’s popularity 


During the past year, Kent sales increased 
by 20-billion cigarettes—the greatest gain 
in popularity ever recorded by any filter 
cigarette in any year. 


Undoubtedly much of the credit for this 
important rise in sales must go to Kent’s 
exclusive ““MICRONITE” Filter. This extra- 
ordinary new filter was constructed to take 
into account new principles of filtration 
which were dictated by the basic discoveries 
of a major research foun- 
dation, working under 
Lorillard sponsorship. 


The foundation deter- 
mined that the average 
puff of cigarette smoke 
contained over 12 billion 
semi-solid particles. Addi- 
tional research revealed 
that inhaled smoke from 
ordinary cigarettes has a 
predominant proportion 
of particles, from 0.1 to 1 
micron in diameter, aver- 
age 0.6 micron. 


NEW 


Ordinary filter fibers 
are so large that they 
create spaces through 


CIGARETTES 


which the small semi-solid smoke particle 
can easily pass. However, in the exclusive 
Kent filter, the fibers are mechanically 
manipulated in such a manner as to create 
extremely tortuous passageways for the 
smoke. In this maze-like network of super- 
fine fibers the smoke particle has much less 
chance to slip through the filter. 


Thus, Lorillard research created a filter 
which reduced tars and nicotine in the 
“inhaled” smoke to the 
lowest level among the 
largest selling brands. As 
smokers learned about the 
“MICRONITE” Filter, 
they changed to Kent. 
During the past year, for 
instance, more smokers 
changed to Kent than to 
any other cigarette in 
America. 


ROLL 


S 


If you would like for your 
own use the booklet, ‘‘The 
Story of Kent,’’ write to: 
P. Lorillard Company 
Research Department 
200 East 42nd Street 
New York 17, N.Y. 


A Product of P. Lorillard Company—First with the finest cigarettes—through Lorillard Research! 
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a more 
effective 
nasal decongestant 


TABLETS 


TDC (TIMED DISINTEGRATION CAPSULES) 


Sor prompt, | Realistic dosage of the potent vasoconstrictor, 
phenylephrine hydrochloride, combined with the 


more complete, 
dependable antihistamine, pyrilamine maleate... 


day-and-night relief in the 


for mutually enhancing, oral efficacy in 
common cold clearing stuffy nose, combatting allergic turgidity, 


nasal allergies | draining clogged sinuses, relieving postnasal drip. 


sinusitis | patients breathe easier, 
feel so much more comfortable 


Phenylephrine HCI U.S.P. 10 mg. 15 mg. 
Pyrilamine Maleate U.S.P. 25 mg. 45 mg. 
*Timed Disintegration Capsule affords up to 8 hours relief. 
ere DOSAGE: | to 2 tablets p.c. Children 1 tablet, p.c. 
or | capsule b.i.d., 12 hours apart (adults) 


SUPPLIED: Bottles of 100 green tablets or orange 
Sample and literature from... T.D. Capsules 


THE TILDEN COMPANY NewlLebanon, N.Y. 
Oldest Manufacturing Pharmaceutical House in America * Founded 1824 
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ANTIPYRETIC, ANALGESIC, 
ANTI-INFLAMMATORY 


PEDIATRIC DROPS 


ASSURES PEAK SALICYLATE LEVELS 5 
TIMES FASTER THAN ASPIRIN'**—WITH 
PROVEN re GASTRIC TOLERANCE. 


1020 40 60 80 100 120 
TIME (MINUTES) AFTER ADMINISTRATION 


Comparative Plasma Salicylate Levels After Oral Adminis- 
tration of Doses of ‘Actasal’ Pediatric and Aspirin, Provid- 
ing Equal A 
Clinically proved -In thousands of cases by 
more than 180 investigators* 

* more effective + better tolerated 
A new and unique salicylate molecule in pal- 
atable solution. 
DOSAGE: Each dropperful (0.6 ml.) contains 105 mg. 
Choline Salicylate, equivalent to approximately 144 
grains aspirin. 
Children 6-12 years: 2 to 4 dropperfuls every 3 to 4 
hours, or as required. Children 3-6 years: 1 to 2 dropper- 
fuls every 3 to 4 hours, or as required. Children under 3 
years: 1 dropperful every 3 to 4 hours, or as required. 
SUPPLY: 60 cc. bottle packaged with cellophane- 
wrapped calibrated dropper. 


CITED REFERENCES: 1. Smith, P. K.: Personal Communication. 2. Wolf, J., 
Aboody, R.: Federation Proc. 18:605, 1959. 3. Broh-Kahn, R. H.: Federa- 
tion Proc. 18:17, 1959. 4. Complete data available on request to the 
Medical Director. 


©Copyright 1959, The Purdue Frederick Company 


ANNOUNCING TWO OUTSTANDING ADVANCES IN 
PEDIATRIC THERAPY FROM PURDUE FREDERICK RESEARCH 


Te A, Ce DEDICATED TO PHYSICIAN AND PATIENT SINCE 1802 
NEW YORK 14,N.Y. TORONTO 1, ONTARIO 


ANTI-SEBORRHEIC 
FOR CRADLE CAP 


SOROPON 


PEDIATRIC SOLUTION 


CONTAINS CERAPON-C® 12.0% IN PROPYLENE GLYCOL WITH PARABENS 0.1% AND 
TYROTHRICIN 0.1%, PURDUE FREDERICK *BRAND OF TRIETHANOLAMINE POLYPEPTIDE 
COCOATE-CONDENSATE 


Specifically prepared for safe, effective removal and pre- 
vention of cradle cap, by combining unique proteo-lipid 
sebulytic effect with anti-infective action. 


THERAPY 


APTER THERAPY 


— . : Scientific Exhibit, American Academy of General 
San Fr April 6-9, 1959. 

case History: J. D., a5 month old white male developed a dry sebor- 
rhea capitis at approximately 6 weeks after birth which covered the 
whole scalp. By the time of examination, the child had been treated 
with various detergent ointment and lotion preparations without 
apparent effect. ‘Soropon’ Pediatric Solution was applied as a sham- 
poo, directly to the scalp to remove the encrustations. A lanolin 
ointment was applied to scalp because of inherent dryness. A series 
of 5 treatments was required for complete removal and after this 
treatment period the seborrheic eczema had virtually disappeared. 
The patient has been symptom free since then. 


Bialkin, G.: A New Anti-Seborrheie Agent in Pediatric Practice. Arch. 

of Ped. (to be published). 

SUPPLY: ‘Soropon’ Pediatric Solution is available in 
bottles of 4 oz, 


BRAND OF CHOLINE SALICYLATE U.S. @ FOREIGN PATENTS PENDING 
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in Rheumatoid Arthritis 


Using combined drug therapy with . 

or Aralen” as maintenance therapy. 
With Plaquenil or Aralen alone 62% grade | and II 
improvement. (Scherbel, A.L.; Harrison, J.W., and : 
Atdjian, Martin: Cleveland Clin. Quart. 25: 98, 
April, 1958. Report on ort on 805 patients with 
rheumatoid arthritis or related diseases. 


Reasons for Failure: 
Treatment discontinued too soon (percentage 
patients improved increases substantially 


after first six months). 
2. Patients in relapse after prolonged steroid therapy. 


are resistant to Plaquenil or Aralen treatment 
for several months. 


Plaquenil sulfate is supplied in tablets 
of 200 mg., bottles of 100. 
Dose: Initial -~ 400 to 600 mg. 
(2 or 3 tablets) daily. 
- Maintenance — 200 to 400. me 
‘1 or 2 tablets) daily. | 


up 


Seales of chloro 
af hydroxychlorogi me 


| 
Write for Bookle 
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vaginal 


douching 


that ts 


physiologically 


ethically promoted 


Meta 


Meta Cine represents a carefully designed formula which provides the 
physician with a vaginal douche preparation which safely and effectively 
maintains a clean healthy vagina. 
Meta Cine is a combination of several ingredients clinically established as 
valuable in promoting proper vaginal hygiene. Diluted for use, Meta Cine 
possesses the desired pH (3.5); contains the mucus digestant, papain, which 
dissolves mucus plugs and coagulum; contains lactose to promote growth of 
desirable déderlein bacilli, and methyl salicylate for soothing stimulation of 
circulation within the vaginal walls. 
Its pleasant, deodorizing fragrance also meets the esthetic demands 
of your patients. 
Meta Cine is promoted exclusively to the medical profession, and recommends 
itself as your preparation of choice for patients who might otherwise indulge 
in unsupervised self-medication with potentially damaging nonphysiologic 
douches. 
Supplied in 8-oz. containers, 2 teaspoonfuls in 2 quarts of warm water, 
douche as prescribed. 

Printed douching instructions for patients available upon request. 


raginal douche powder 


BRAYTEN Pharmaceutical Company e Chattanooga 9, Tennessee 
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Dimetane works in 
all symptoms of allergic 
rhinitis; and in urticaria, 
atopic and contact “i 
dermatitis. The summary 
conclusion of extensive 
Clinical studies to date: 
Dimetane provides — 
unexcelled antihistaminic 
potency with minimal a 
side effects. aw 
Forms available: Oral: 
Extentabs® (12 mg.), 
Tablets (4 mg.), a 
Elixir (2 mg./5 ce.). 
Parenteral: Dimetane ha 
Injectable (10 mg./cc.) © 

or Dimetane -100 
Injectable (100 meee), 
A. H. Robins Go., Inc. 
Richmond 20, Virginia 
Ethical Pharmaceuticals 

of Merit Since be 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX* 


(brand of hydroxyzine) 


i WoRKiNc ADULTS 
sit Suited for 
ients who must 


caTanax “effective in 
controlling tension and 
anxiety.... Its safety makes 
itan excellent drug 
out-patient we in 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10m 3-6 years, one tablet t.i.d. : > Tablets, bottles 
behavior disorders tabl over 6 years, two tablets t.i.d. 100 
Syrup 3-6 years, one tsp. t.i.d.  Parentera ution, 10 cc. 
over 6 years, two tsp. t.i.d. multiple-dose vials. 
For adult tension 25m one tablet q.i.d. et als J. Am. Ger, Soc. 
Pediat Glin, North A A, 
a merica 
Syrup one tbsp. q.i.d. 1988, 3. Fd 
For severe emotional 100 mg. one tablet t.i.d. S fee led 
58:1684 (May 15) 1958. 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- ¢ 5. Coirault, M., et al.: Presse 
and emotional Solution cularly, 3-4 times daily, at ¢ méd. 64:2239 (Dec. 26) 1956. 
emergencies 4-hour intervals. Dosage for  6.Bayart, J.: Presented at 
children under 12 not ‘hie 
established. : Denmark, July 22-27, 1956. 


| New York 17, N.Y. 
A A R A KR Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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the complaint: “nervous indigestion 
the diagnosis: any one of several nonspecific gastrointestinal disorders requiring relief of 
symptoms by sedative-antispasmodic action with concomitant digestive enzyme therapy. 


the prescription: a new formulation, incorporating in a single tablet the actions of Donnatal 
and Entozyme. the dosage: two tablets three times a day, or as indicated. 


the formula: in the gastric-soluble outer layer: 
Hyoscyamine sulfate 0.0518 mg. 
Hyoscine hydrobromide 0.0033 mg. 
Phenobarbital (4% gf.) 8.1 mg. 


in the enteric-coated core: 
Pancreatin, N.F 


A. H. ROBINS COMPANY, INCORPORATED ¢ RICHMOND 20, VIRGINIA 
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For Your Personal Pension Plan 


The special features of the New England Life 
contract may serve you to advantage 


Recently we ran an article in this Journal and pointed out the new privileges to be 
available to you and other professional practitioners in the formation of individual 
retirement programs, in the expectation of passage 2f the Keogh-Simpson..Bill. We 
described the flexible change of plan clause in our policies, and the special tech- 
niques and contracts developed in connection with Corporate Pension Plans, point- 
ing out that those features and services could well be applicable to you personally. 


The experience and contracts and services of our Company and Agency can still be 
available to you in connection with your personal life insurance and retirement pro- 
grams, even though present indications are that the Keogh-Simpson legislation may 
not be passed this year. You may be assured though that any retirement program you 
may now initiate through New England Life can be adapted to the advantage of 
such legislation as may be passed in the future. Again we list below our Agency 
Associates whose knowledge and experience may serve you well. 


AGENCY ASSOCIATES 


ASHEVILLE HICKORY RALEIGH 


Henry E. Colton, C.L.U. James E. Everette Ryland Duke 


O. Reid Lineberger Carlyle Morris 
Reid S. Towler, C.L.U. 


CHARLOTTE 


Peter R. Ashcraft HIGH POINT STATESVILLE 

A. J. Beall , 

G. Nolan Bearden Tom White 

Calbert L. Dings Walter M. Bullock WILMINGTON 

T. Ed Thorsen, C.L.U. George P. Clark Meares Harriss, C.L.U. 

Alex Urquhart, C.L.U. 
DURHAM JACKSONVILLE WILSON 
R. Kennon Taylor, Jr., C.L.U. Kenneth W. Maus? B. B. Plyler, Jr., C.L.U. 


EXPECTED TAX Our Director of Estate Planning Services, 
DEDUCTION FOR Robert J. Lawthers, has published a re- 
THE SELF-EMPLOYED 
IN ESTABLISHING A markably lucid article concerning the op- 
PERSONAL PENSION portunities indicated by the Keogh-Simpson 
PLAN legisi.tron. We shcli be pleased to mail 
Robert J. Lawthers you a copy on request. Y 


ARCHIE CARROLL, C.L.U., GENERAL AGENT 


NEW ENGLAND 
M ulual LIFE Insurance Company 


BOSTON, MASSACHUSETTS 


612 Wachovia Bank Buiiding Charlotte, N. C. 
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On vacation — at the beach — on the golf course — or garden- 
ing in your own back yard, sunburn, insect bites, cuts and 
abrasions are all part of the summer picture. 


A handy tube of Xylocaine Ointment means prompt relief of 
pain, itching and burning for your patients. After you’ve seen 
to your patients’ comfort, remember that tube of Xylocaine 
Ointment for yourself. 


Just write “Xylocaine Ointment” on your Rx blank or letter- 
head, and we will send a supply for you and your family. 


ae Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


XY LOCAINE’ OINTMENT 


(brand of lidocaine*) 


2.5% & 5% 
SURFACE ANESTHETIC 


“U.S. Pat. No. 2,441,498 Made in U.S.A. 
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the meaNs (second to none) 
to end nausea and vomiting 


perphenazine 


INJECTION ¢ SUPPOSITORIES * REPETABS * TABLETS 


¢ leads all phenothiazines in effective 
antinauseant action 


¢ frees patients from daytime drowsiness 
¢ avoids hypotension 


¢ proved and published effectiveness in 
practically all types of nausea or emesis 


FOR RAPID CONTROL OF SEVERE VOMITING 


TRILAFON INJECTION 
5 mg. ampul of 1 cc. 

Relief usually in 10 minutes'...nausea and 

vomiting controlled in up to 97% of patients?.., 
virtually no injection pain. 


ALsoO NEW TRILAFON SUPPOSITORIES 
4 mg. and 8 mg. 
AND FOR ORAL THERAPY 


TRILAFON REPETABS® TRILAFON TABLETS 


8 mg.—4'mg. in outer layer for prompt effect, 2 mg. and 4 mg. 
4 mg. in inner core for prolonged action 


(1) Ernst, E. M., and Snyder, A. M.: Pennsylvania M. J. 


61:355, 1958. y % 
(2) Preisig, R., and Landman, M. E.: Am. Pract. & Digest Treat, AA 
9:740, 1958. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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Can antacid therapy be 
made more effective? 


ANNOUNCING ay 


“THE MOST SIGNIFICANT IMPROVEMENT IN 


ANTACID THERAPY SINCE THE INTRODUCTION | 
OF ALUMINUM HYDROXIDE IN 1929 | 


Each Creamalin Antacid Tablet contains +320 mg. highty reactive, short 
mer dried aluminum hydroxide gel, stabilized with hexitol, with 75 mg. magnesium hydroxide. 


1. Neutralizes acid faster (quicker relief) — 
2, Neutralizes more acid (greater relief) 
8. Neutralizes acid longer (more lasting relief) 
4. No constipation - No acid rebound 
5. More pleasant to take 
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a new high in effectiveness 
and palatability = = 


m is at least | and averages less than 6. X is a cation. 


CRE AMALIN m 


More Lasting Rel 


CREAMALIN 
teblets 


3 


333% 


Tablets were powdered and suspended tn distilled water 
in a constant temperature container (37° C) equipped 

with mechanical stirrer and pH electrodes. Hydrochioric 

acid was added as needed to maintain pH at 3.5. Volume of 
acid required was recorded at frequent intervals for one hour. 


Do antacids have to taste 
like chalk? 
No chalky taste. New 
are not chalky, gritty, rough or dry. They 
are highly palatable, soft, smooth, easy to 
chew, mint flavored. 


« NO ACID REBOUND + NO CONSTIPATION 
« NO SYSTEMIC EFFECT 


Adult Dosage: Gastric hyperacidity: 2 to 4 tablets 
as necessary, Peptic ulcer or gastritis: 2 to 4 tablets 
every two to four hours. Tablets may be chewed, 
swallowed with water or milk, or allowed to dis- 
solve in the mouth. 


Supplied: Bottles of 50, 100, 200 and 1000. 


LABORATORIES + NEW YORK 18, NEW YORK 


Oticker Reliet + Greater ict 
*Hinkel, €. T., Jr., Fisher, M. P. and Tainter, M. L.: A new highly reactive 
Z aluminum hydroxide complex for gastric hyperacidity. To be published, 
stayed beiow 3. 


SQUIBB HYDROXYPROGESTERONE CAPKOATE 
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The results of administering Delalutin before the 12th week of gestation to 82 women with 
habitual abortion were reported recently by Reifenstein.! Every patient had experienced 

at least three consecutive abortions immediately preceding the treated pregnancy. More than 68% 
of these women were delivered successfully and uneventfully following Delalutin therapy. 


Boschann,? in a study of pregnancies with threatened abortion, found that: 
37% of 73 pregnancies were carried to term without progestational therapy 
64% of 42 pregnancies were salvaged by progesterone 

83% of 73 pregnancies were salvaged by Delalutin 


Eichner,® found that with Delalutin fetal salvage of infants below term weight (1000 to 
2000 gm.) was significantly improved. 
108 (76%) of 142 babies of this birth weight survived without progestational therapy. 
16 (100% ) of 16 babies of this birth weight survived with Delalutin therapy. 
A comparison study was made of a group of repeated aborters treated with Delalutin, and a 
group with a similar history treated with bed rest and sedation.* Pregnancy salvage 
with Delalutin was twice that of the control group. Delalutin was found to be “highly active,” 
well-tolerated and long-acting. 
Delalutin offers these advantages over other progestational agents: 

¢ longer-acting and more sustained therapy 

¢ more effective in producing and maintaining a completely matured secretory 
endometrium 
no androgenic effect 
more concentrated solution requires injection of less vehicle 
unusually well-tolerated, even in large doses 
* requires fewer injections 
low viscosity makes administration easier 


DELALUTIN is also potent and safe therapy for: threatened abortion; post- 
partum after-pains; amenorrhea, primary and secondary ; dysfunctional uterine 
bleeding not associated with genital malignancy; infertility with inadequate 
corpus luteum function; production of secretory endometrium and desquama- 
tion during estrogen therapy; premenstrual tension; dysmenorrhea; cyclomas- 
topathy, mastodynia, adenosis and chronic cystic mastitis. 


Administration and Dosage: Because of its low viscosity, Delalutin may be 
administered with a small gauge needle (deep intragluteal injection). Complete 
information on administration and dosage is supplied in the package insert. 


Supply: Delalutin is available in vials of 2 and 10 cc., each cc. containing 125 
mg. of hydroxyprogesterone caproate in sesame oil, and benzyl benzoate. 


References: 1. Reifenstein, E. C., Jr.: Annals N. Y. Acad. Sci. 71:762 (July 30) 1958. 2. Boschann, 
H-W..: ibid., p. 727. 3. Eichner, E.: ibid., p. 787. 4. Hodgkinson, C. P.; Igna, E. J., and Bukeavich, 
A. P.: Am. J. Obst. and Gyn. 76:279, 1958. 


Squibb Quality—the Priceless Ingredient 


‘Delalutin’® is a Squibb trademark 
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*4t’s as easy as 1, 2,3 to use 
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Initiate therapy with HYORODIURIL: one 25 mg. tablet or one 50 mg. 
tablet once or twice a day. HYDRODIURIL by itself often causes an adequate 

drop in blood pressure over a period of two to three weeks. she may be all the 
some patients require. 


(HYDROCHLOROTHIAZIDE) 


‘Add or adjust other agents as required: HyDRODIURIL enhances the 
_ aciivity of ali commonly-used antihypertensive agents; thus, the dosage of 


other medication (rauwolfia, reserpine, hydralazine, veratrum) should be initiated 
or adjusted as indicated by patient condition. If a ganglion-blocking agent is 
contemplated or being used, usual dosage must be reduced by 50 per cent. 


Adjust dosage of all medication: the patient must be frequently 
| observed and careful adjustment of all agents should be made to establish 
optimal maintenance dosage. 


Supplied: 25 mg. and 50 mg. scored tablets HyORODIURIL (Hydrochlorothiazide) bottles of 100 and 1,000. 
Additional literature for the physician is available on request. 
HYDRODIURIL is a trademark of Merck & Co., Inc. Trademarks outside the U.S - DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC. 


wo) MERCK SHARP & DOHME, Division of Merck & Co., Inc., Philadelphia 1, Pa, 
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In response to 

innumerable requests 

from dermatologists 


Winthrop Laboratories 
now makes available 


FOR LUPUS ERYTHEMATOSUS AND 
LIGHT-SENSITIVITY ERUPTIONS 


WHAT IT IS: 
A combination of Atabrine® hydrochloride 
25 mg., Aralen® phosphate 65 mg. and 
Plaquenil® sulfate 50 mg. 


WHAT IT’S FOR: 
Treatment of lupus erythematosus (chronic 
discoid type) and polymorphic light eruptions 
(light-sensitivity eruptions, solar urticaria 
or dermatitis). 


HOW IT ACTS: 
Each of the three components produces 
beneficial response in lupus erythematosus 
and light-sensitivity eruptions. Since the dose 
of each of the Triquin components is very 
low, overall toxicity is reduced and clinical 
tolerance improved. Furthermore, the DOSAGE: 


synergistically. tablets after meals and at bedtime. Dosage 


should be reduced gradually at two week 
intervals to 1 or 2 daily. 


HOW SUPPLIED: Light-Sensitivity Eruptions. Average initial 
Triquin tablets in bottles of 100, sold on adult dose, 1 tablet after breakfast and 
prescription only. lunch. May be reduced after several weeks to 

maintenance dosage of 1 tablet daily. 


Write for TRIQUIN booklet. 


Triquin, Atabrine (brand of quinactine)}, Aralen (brand of chloro- LABORATORIES New York 18, N. Y. 
(brand of hydroxychloroquine}, trademarks 
reg ‘at 


| 

= 

AY 
- three components appear fo act upus. Average initial adult dose, 1 or 2 
| 
] 

| 


: J.A.M.A. 157:1594, April 30, 

B. and Meocutti, C.: Lav, neuro- 

th. 17:7, giarch 1956. 6. Berglund, 
1956. 7.ye gel, H. A., Wood, J. A. 
Elkins, H., Hiler, 


*1. Borrus, J. C.: J.A.M.A 
1955. 3. Lemere, F, Meg 
psichiat. 18:693, ] Selli 


Oct. 4. Ban 
a }3362, Dec. 


and Dixon, H. H w York Aca 67: 780, “ay 9, 1957. 

E. G. and St. a 57. 9. cue be.: Rass. med. 34:233, 

July-Au 957. 10 iat. g. 1957. | viklund, P Anaes- 

Aug W. Sow be 4111, Sept. 195 5. Rolandi Attual. 

ostet Nov.-Dec. 1957. 14. W.: Klin. MonaJl. Augent 2):224, 

1958. hebiancy Ceroni, T.: Oto- ring. ital. 26(2):143,71958. 16. Gis 4 
Miner 1914, oss. tuso, R. $5(1):36, J 1958 

18. m2 Gazz. med. ital. 49, Feb. mastur, R J. Indian M. Feb 
1958. St, W.: Therap. y st 97:66 l. Be mP.: Lyon méd. 19 March 2, ‘ 
1958. Mniglia, G.: Mine; H. S.: Cardiol. 


1:395 1958. 24. 
GP Clinics 171: 
M. J. SI™989, April 1958. 27. 
28. Bouquerel, J., Naviau and $ 
M. and Dorgeuille, C.: Maroc 
31. Lamphier, T. A.: Maryland W 


25. Sprauer, V. JEP Internat. 
Robinson, H. M. «: South. 

. 58:1285, Aprils, 1958. 
6 1958. 29. Reboul, E., Reboul, 
Lyon méd. 200:885, Nov. 1958. 
Med. Klin. §3:2113, Dec. 1958. 


357:784, July 1958. 30. B 
. 7:627, Nov. 1958. 32. Leuke 


nervous, tense patients 
recovered improved 


For your patients, Miltown promptly checks emotional and 
muscular tension. Thus, you will make it easier for them to 
‘lead a normal family life and to carry on their usual work. 


For you, the choice of Miltown as the tranquilizer means the 
comfortable assurance that it will relieve nervousness and ten- 
sion without impairing your patient’s mental efficiency, motor 
control, normal behavior or autonomic balance. 


Miltown 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; bottles of 50. 


WALLACE LABORATORIES, New Brunswick, N. J. 


OM-9197 
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AIDS EMOTIONAL ADJUSTMENT 
TO CHRONIC ILLNESS 
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cerebrovascular 
‘disease 


Aypertension 
asthma 


Through effective relief of anxiety, irri- 


tability, insomnia and tension, Miltown Milt own 
aids the patient to “live with his dis- 


ease,” especially during difficult adjust- 
ment iods Available in 400 mg. scored and 200 mg. sugar- 
po . coated tablets; bottles of 50. Also available as 
Miltown is well tolerated and “there- | Meprospan* (200 mg. meprobamate continuous 


: release capsules) and MEPROTABS* (400 mg. 
in chronic disorders with emotional com- 

lications.” H 2 we When mental depression complicates chronic 
J disease: Derrot* (1 mg. benactyzine HC! plus 
Cardiol. 7:395, March 1958.) 400 mg. meprobamate). #TRADE-MARK 


(fy) WALLACE LABORATORIES, New Brunswick, N. J. 
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ADVERTISEMENTS 


there’s no delay the G.E. way 


Dealing with General Electric is like 
owning your own complete warehouse 
of x-ray supplies. You get fast action 
on every order from any of 68 strate- 
gically located factory-operated offices. 

No need for “scatter-buying” from 


several different sources. Get every-. 


thing you need by “shopping” the 
complete selection of products listed 
in the G-E X-Ray Supply and Acces- 
sory Catalog. 

For complete details contact your 
G-E X-Ray representative listed below. 


Progress Our Most Importent Product 
GENERAL @@ ELECTRIC 


DIRECT FACTORY BRANCH 
CHARLOTTE WILSON WINSTON-SALEM 


1140 Elizabeth Ave. © FR 6-1531 


| 


EXAMPLE: 


Continuous cash savings — with G-E 
SUPERMIX® film processing chemicals, 
today’s lowest-priced quality solutions. 
Convenience packaged, too, in tough, 
knock-about plastic containers—developer, 
fixer, refresher and fixer-neutralizer in 
graduated polyethylene bottles that mix a 
gallon. (And so lightweight they’re a joy 
to handle.) 


RESIDENT REPRESENTATIVES 


A. L. HARVEY N. E. BOLICK 


1501 Branch St. © Phone 2960 1218 Miller St. © Phone PA 4-5864 


\ 
\ 
a 
a, 
-tra value x-ray su lies 
X=t 
; 


XXVI 


NORTH CAROLINA MEDICAL JOURNAL June, 1959 


management 


of mild 


Veratrite’ eg 


Prescribed with confidence 8,863,769 times Veratrite continues Fach VERATRITE tabule contains: : 
to be the antihypertensive of choice for treating geriatric patients, _“"yPtenamine (tannates) 40 C.S.R.* Units 
Veratrite effectively reduces blood pressure through action 


on the sympathetic nervous system, without detriment to the *Carotid Sinus Reflex 


cardiac output. 


IRWIN, NEISLER & CO. ¢ DECATUR, ILLINOIS 


~Now with Cryptenamine.. 
for sate, | 
effective | 
hypertension, Uj } 
| 
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...and one to grow on 


A tiny tablet of REDISOL to stimulate the appetite — 
to help in the intake of food for growth. 


REDISOL is crystalline vitamin B,», an essential 
vitamin for growth and the fundamental 
metabolic processes. 


Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, 
on food or in liquids. 


Packaged in bottles hermetically sealed to keep 

the moisture out and to retain vitamin potency in ~ 
25 and 50 mcg. strengths, bottles of 36 and 100 — 
in 100 mcg. strength, bottles of 36, and in 

250 mcg. strength, vials of 12. 


Also available as a pleasant-tasting cherry- 
flavored elixir (5 mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 mcg. per cc., 10- 
cc. vials and 1000 mcg. per cc. in 1, 5 and 
10-cc, vials). 


cyanocobalamin, Crystalline Vitamin 


MERCK SHARP & DOHME 
_ DIVISION OF MERCK &.CO,, Inc., PHILADELPHIA 1, PA. 


REDISOL 1S A TRADEMARK OF MERCK & INC. 


| 
We 
3 
f 
‘ 
FS 
q 


XXVIII NORTH CAROLINA MEDICAL JOURNAL June, 1959 


when pollen allergens 
. attack the nose... 


Triaminic provides more effective therapy in 
: respiratory allergies because it combines two 


antihistamines’* with a decongestant. 


~ . These antihistamines block the effect of histamine on the nasal 

‘ : * and paranasal capillaries, preventing dilation and exudation.* 

. «© This is not enough; by the time the physician is called on to 

: ,° provide relief, histamine damage is usually present and should 

The decongestive action of orally active phenylpropanolamine 
helps contract the engorged capillaries, reducing congestion 
aie _ and bringing prompt relief from nasal stuffiness, rhinorrhea, 

sneezing and sinusitis.4.5 

oie TRIAMINIC is orally administered, systemically distributed and 


j reaches all respiratory membranes, avoiding nose drop addic- 
tion and rebound congestion.®:7 TRIAMINIC can be prescribed 
for prompt relief in summer allergies, including hay fever. 


@e 


References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 
1958. 6. Lhotka, F. M.: Illinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 5:1183 (Sept.) 1958. 4 


e e ® 
Also available: TRIAMINIC SYRUP for those 
patients of all ages who prefer a liquid 


medication. Each 5 ml. teaspoonful is 
equivalent to 4 Triaminic Tablet or 14 


TRIAMINIC provides around-the- 
clock freedom from hay fever and 
other allergic respiratory symp- 
toms with just one tablet q. 6-8 h. 
because of the special timed- 


release design. 
— Triaminic Juvelet. TRIAMINIC JUVELETS 
Each TRIAMINIC timed-release tablet provides: provide half the dosage of the Triaminic 
Phenylpropanolamine Ge ERR 50 mg. Tablet with the same timed-release action 
Pheniramine maleate 25 mg, a 
Pyrilamine maleate 25 mg. for prompt and prolonged relief. 


running noses &, and open stuffed noses grally 


SMITH-DORSEY ° a division of The Wander Company « Lincoln, Nebraska ¢ Peterborough, Canada 


le 
. 
> 
4 


Yonnagel win NeOmycin 


Prompt and more dependable control of 
virtually all diarrheas can be achieved with the 
comprehensive DoNNAGEL formula, which pro- 
vides adsorbent, demulcent, antispasmodic and 
sedative effects—with or without an antibiotic. 
Early re-establishment of normal bowel 
function is assured —for all ages, in all seasons. 


DONNAGEL: In each 30 ce. (1 fi. oz.): 
Hyoscyamine sulfate ........ 0.1037 mg. 
Atropine sulfate ................ 0.0194 mg. 
Hyoscine hydrobromide ....0.0065 mg. 
Phenobarbital (14 gr.) 16.2 mg. 


DONNAGEL WITH NEOMYCIN 
Same formula, plus 


Neomycin sulfate 
(Equal to neomycin base, 210 mg.) 


A. H. ROBINS co., INC., Richmond 20, Virginia * Ethical Pharmaceuticals of Merit since 1878 


or 
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in surgical and obstetrical procedures 


where apprehension increases tension... 
patients respond well to 


EFFECTIVENESS AND SAFETY Vistaril establishes relaxed indifference to pre- 
operative preparation without serious hypotensive effects. 


PSYCHOTHERAPEUTIC POTENCY Vistaril makes possible the maintenance of an 
adequate degree of narcosis with reduced doses of narcotics. 
Vistaril relieves tension and controls emesis in both postoperative and postpartum 
patients. 
Recommended Oral Dosage: up to 400 mg. daily in divided doses. 
Recommended Parenteral Dosage : 25-50 mg. (1-2 cc.) I. M., q. 4h., p.r.n, 
Vistaril is supplied in 25 mg., 50 mg., and 100 mg. capsules. The parenteral 
solution is available in 10-cc, vials and 2-cc. Steraject® cartridges; each cc. 
contains 25 mg. hydroxyzine (as the HCl). 
Science for the world’s well-being 
PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 
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Atopic dernatiti: | 
. pic dermatitis (female, aged 42) 
"Itch completely gone -- dramatic relief!" 


Ghronie bronchial asthma (mle, 62) ke 
"This patient, on his own and his wife's admission Aig 
is better, has had more relief than he has had im 

35 years..." na 


Urticaria (one week after tetanus antitoxin) 


--(female, 26) 


"After 4 tablets stat, required no further treatment. 
Good results, sense of well-being." pe 


> 


*Actual quotations from physi- 
cians’ reports in the files of the @ 
Schering Department of Profes- 
sional Information. ; 

Deron —1.M.—brand of dexametha- 


r (female, 55) 


"Results are outstanding... Pain 
a 

after first three doses, Zoster dried. rey 

4 days," (Dosage: one tablet t.i.d.) 


Rheumatoid arthritis (ula, 63) 


"Full relief, resumption of work," (Dosage: one 
tablet t.i.d, to one tablet daily) 


GRO 
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FROM DOCTORS WRITING TO SCHERING 
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DARVON® COMPOUND potent - safe - well tolerated 


The clinical usefulness of Darvon® (dextro propoxyphene hydrochloride, Lilly), alone 
and in combination, has been substantiated by more than 100 investigators in the 
treatment of over 6,300 patients in pain. A consolidation of these reports shows that 
5,663 (89.8 percent) experienced “effective analgesia.” 

Darvon Compound combines in a single Pulvule® the analgesic action of Darvon 
with the antipyretic and anti-inflammatory benefits of A.S.A.® Compound (acetyl- 
salicylic acid and acetophenetidin compound, Lilly). When inflammation is present, 
Darvon Compound reduces discomfort to a greater extent than does either analgesic 
given alone. 

Usual dosage: 1 or 2 Pulvules three or four times daily. 

Also available: Darvon, in 32 and 65-mg. Pulvules. 

Usual dosage: 32 mg. (approximately 1/2 grain) every four hours or 65 mg. (1 grain) 
every six hours. 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
920249 
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President’s Inaugural Address 


JOHN C. REECE, M.D. 
MORGANTON 


This present session of the North Caro- 
lina Medical Society has received, reviewed 
and acted upon the activities of the past 
year, and plans and programs have been 
started for the year 1959-1960. Committee 
assignments will be made within the next 
two weeks, and we will be off on the func- 
tions of a new year. 

It is proper at this time for your new 
president to outline briefly some of the ob- 
jectives and proposals under consideration 
for his year in office and to chart for you 
the course we hope to follow. There are five 
main points which I wish to discuss briefly : 

The preservation of a free medical 
system 
The program of pre-payment medical 
insurance 
Broader participation of individual 
doctors in County and State Medical 
Societies 
Interest in medical education 
An informed approach to medical 
legislation. 

A Free Medical System 

The basic objective of our honored pro- 
fession remains constant throughout all 
time, that is, to bring to all men the very 
best in total medical care so that man may 
live a full and productive life, contributing 
to his family and society. Society depends 
not so much upon groups, but upon re- 
sourceful, well trained and capable indi- 
viduals who can render service in their ap- 
pointed time and place. This concept of so- 
ciety and of the individual brings us very 
close to the relationship of the physician 
rendering service to his patient in a free 
and unrestrained relationship that is not 
fettered by directives, autocratic policies, 


Read at the President’s Dinner, Medical Society of the 
State of North Carolina, Asheville, May 5, 1959. 


nor held down by any group whether fed- 
eral, state or local, including hospitals or 
even agencies of organized medicine. 

As physicians and officers of organized 
medicine we should continue to dedicate our 
resources to the preservation of a free 
medical system wherein the interest of the 
patient is paramount and the best judg- 
ment of the physician is not influenced by 
dictates of “thou shall and thou shall not,” 
or what is permitted under certain insur- 
ance schemes and schedules of payment. To 
maintain a free medical system requires of 
each physician a positive constructive ap- 
proach to the problem of medical care 
rather than just opposition to many of the 
ill conceived and unsound schemes. Shirk- 
ing not our first responsibility, the care of 
our patients, we will continue to remind 
those who interfere that only we, as 
trained physicians, can deliver medical 
care to the public. 


Pre-Payment Medical Insurance 


In regard to pre-payment medical insur- 
ance, we as physicians must be mindful of 
the patient’s ability to pay for medical care 
and we should give our support and con- 
structive criticism to the Blue Cross, Blue 
Shield Plans and many excellent private in- 
surance plans that make it possible for the 
patient to maintain financial solvency and 
personal dignity when faced with either se- 
vere or catastrophic cost of a long and de- 
bilitating illness. Physicians have just as 
much responsibility in protecting the pa- 
tient from quack insurance schemes as 
from quack cure-all drugs and unsound and 
unethical medical practices.” 

The recent action of the House of Dele- 
gates of the American Medical Association 
and component state societies in regard to 
the “Senior Certificate’ has been a major 
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topic of discussieri'at this session, and our 
own House of Delegates has adopted the 
“Senior Certificate’ and recommends it as 
a part of the Doctor’s Program, This places 
on a sound experimental basis”a pre-pay- 
ment medical care plan for a large group 
of our citizens who up to now have not 
been covered. This .is not a perfect pro- 
gram, as deficiencies are evident and many 
revisions will be required. The launching 
of this plan, however, will herald the day 
when we are able to say in a positive way 
to the social planners that our ship is sea- 
worthy and with a loyal and capable crew 
will safely transport many passengers 
through financial storms of long and cata- 
strophic illnesses. The Blue Shield Commit- 
tee of our Society will chart the course and 
we as physician-sponsors of the plan will 
have positive direction of the Doctor’s Pro- 
gram and the “Senior Certificate.” Dis- 
trict subcommittees have been created to 
help the Parent Blue Shield Committee ex- 
pand the Doctor’s Program and to famil- 
iarize the private physicians with all of the 
provisions of the adopted plan. This knowl- 
edge will enable the physician to discuss 
with his patient the provisions of the 
Doctor’s Plan as freely as he would discuss 
an illness or therapeutic measure. 


Participation in Societies 


One of the greatest needs in organized 
medicine today is broader participation of 
individual physicians in county,. state, and 
national medical societies. It is a privilege 
to be a member of our great State Medical 
Society and it means something to number 
among your friends those who are fellow 


members of this Society. As President, may, 


I urge you to become vitally interested in 
your county society affairs and maintain 
a continued interest in your State Society 
and American Medical Association. Sup- 
ports the officers of your Society with your 
attendance and interest at meetings, and if 
you have a good plan or program share it 
with us and others. If it is good for Mur- 
phy it might also help doctors in Manteo. 


In the coming year many of you will be 
asked to serve on county and state com- 
mittees. While a degree of continuity needs 
to be maintained at all times, I want to en- 
courage the interest of new members of 
committees and solicit their support and en- 
thusiasm in Medical Society affairs. En- 
thusiasm pays the biggest dividends to be 
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found in business or professional] life and 
enthusiasm and enlightment spell success. 


Education and Legislation 

An interest in medical education is 
important, for we who have already ob- 
tained our medical degrees should be the 
ones to encourage capable students to seek 
medicine as a career. Our appeal to them 
should be sincere and earnest, for after all 
we are the best salesmen for our profession. 
According to a National Survey medicine 
is the career most parents (27%) would 
like to see their sons take up, and our 
continued interest and support of the med- 
ical schools in our State and the American 
Medical Education Foundation is urged. 

We have never had a more urgent 
need to keep abreast of national legislation, 
determined to defend what we believe to 
be in the best interest of che public. lf 
there is a continuation of the congressional 
trend of devoting more and more time to 
legislation of a medical nature, in this 86th 
Congress now in session, it is estimated 
that there may be as many as 1,000 bills 
with medical implications. To be compla- 
cent about this is to fool ourselves and it 
is well to remember that “any government 
big enough to give you everything you want 
is big enough to take away everything you 
have.” The physicians of America no 
longer can afford to be complacent. We 
must keep informed of legislation pending 
before our law making bodies on state and 
national levels and speak out when bills 
are not in the best interests of the public. 

In this changing world the doctor is 
having to assume new roles along with the 
practice of his profession—that of teacher, 
business man, and legislator—but as dedi- 
cated physicians we must constantly be on 
the alert to protect our main role as phy- 
sicians. There are many obstacles on the 
way, but we will gladly do battle for our 
professional standards and for the scien- 
tific truth. Having to fight through difficul- 
ties toughens the soul, arouses courage and 
a determination to win against all odds. 
Thus, may we at this 105th Annual Session 
of the North Carolina Medical Society 
unite our efforts in the interest of organ- 
ized medicine and during the coming year 
together we will learn that— 

“It is joy in life to find 

At every turning of the road 

The strong arm of a colleague kind 

To help us onward with our load.” 
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Lymphoepithelioma of the Nasopharynx 


CLAUDE A. SMITH, M.D.* 


and 


ROBERT J. REEVES, M.D. 
DURHAM 


Lymphoepithelioma of the nasopharynx 
is not a rare disease. It was first described 
by Krompecher in 1903, but Trotter was 
the first to point out its unusual features 
in 1911"°, He noted the unusual difficul- 
ties in making the diagnosis, and that the 
diagnosis is entirely dependent upon the 
recognition of symptoms of infiltrations of 
the nasopharyngeal wall, early extension 
into the cranial] cavity, involvement of the 
eustachian tube, and early metastases to 
the glands of the neck. 


Incidence 

Lymphoepitheliomas constitute about 10 
to 20 per cent of all nasopharyngeal car- 
cinomas, and approximately 70 to 80 per 
cent are found in males. This disease may 
affect any age, but is rare below the age of 
5 years. Patients as young as 2 years have 
been reported. 

Pathology 

There are three pathologic types of lym- 
phoepithelioma—Schmincke, Regaud, and 
transitional cel] carcinoma. The latter type 
has been the most common, comprising 
more than 60 per cent of lymphoepithelio- 
mas. 

Histologically, lymphoepitheliomas con- 
sist of a mass of moderately large cells 
with indistinct borders. In some regions 
the cells are closely arranged, approxi- 
mately simulating epithelium, and in others 
they are loosely arranged and resemble 
reticulum cells. The nuclei are round or 
oval, clear, frequently lobulated, and con- 
tain one or two voluminous nucleoli, There 
is a moderate amount of bluish pink cyto- 
plasm. The cells differ markedly in size and 
shape, and numerous mitotic figures are 
present. The cords of epithelial cells are 
homogeneously infiltrated by lymphocytes 
and a few plasma cells. Special stains re- 
veal the presence of reticulum between the 
cords. 

The tumors most frequently originate in 
the orifice of the eustachian tube, the pos- 

From the Depariment of Radiology, Duke University Medic- 


al Center, Durham, North Carolina. 
*Clinical Fellow of the American Cancer Society. 


terior nares, the fossa of Rosenmuller, the 
vault of the pharynx, and the tonsillar fos- 
sa. The lesion may appear as a small flat 
pink nodule, as a hardening in the wall of 
the nasopharynx, as a small ulcer which may 
be obscured by a yellowish mucoid mem- 
brane, or as a large mass which may ob- 
struct the nares and nasopharynx or erode 
the hard palate. A curious characteristic of 
its growth is the tendency to spread widely 
beneath the mucous membrane without 
causing ulceration of the membrane. 


The metastasizes early and 


tumor 


spreads into the adjacent nasopharynx, to 
the base of the skull, and to the regional 
lymph nodes in the neck. Once it penetrates 
the cranial cavity it burrows beneath the 
dura, but seldom breaks through it. It may 
extend along the cavernous sinus, destroy 
the clinoids, and invade the orbits through 


the superior orbital] fissure. It rarely en- 
ters the posterior fossa; yet the petrous 
apex is often eroded. It is quite probable 
that most cranial nerve involvement oc- 
curs in the cavernous sinus, and not neces- 
sarily in the basal foramina. This is par- 
ticularly true of the third, fourth, the 
ophthalmic branch of the fifth, and the 
sixth cranial nerves. The tumor may affect 
any of the cranial nerves, but most com- 
monly the third, fourth, fifth and sixth. 


Frequently a number of biopsies of the 
nasopharynx must be made before the 
diagnosis is established, and there may be 
lymph node metastases in the neck before 
the patient has any symptoms of the naso- 
pharyngeal tumor. 

Clinical Features 

Lymphoepitheliomas usually grow slowly 
at their primary site, but metastasize early. 
The condition manifests itself as enlarged 
glands on one or both sides of the neck in 
40 to 83 per cent of cases, and in most 
cases this condition is present during the 
disease. The submastoid glands and the in- 
ternal jugular chain are the most frequent- 
ly involved. The lymphadenopathy is most 
often unilateral, rapidly growing, lobulated, 
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and accompanied by a number of small 
nodules in the corresponding chain. 


Nasal obstruction, epistaxis, nasal dis- 
charge, and obstruction of the eustachian 
tube with pain in the ear, tinnitus, and pro- 
gressive deafness are the most common 
symptoms. A nasal twang in speech may 
result from a lack of nasopharyngeal re- 
sonance, obstruction of the choanae, and 
mechanical interference with the normal 
movements of the soft palate. 


The tumor may enter the skull through 
the foramina or invade it directly by de- 
stroying any of the bony structures of the 
roof of the nasopharynx, but it usually 
does not penetrate the dura. When the skull 
is invaded, the patient complains of severe 
headaches and the signs and symptoms of 
cranial nerve involvement. Any or all of 
the cranial nerves may be involved, but ol- 
factory nerve symptoms are rare. There 
are two syndromes resulting from cranial 
nerve damage. 


The petrosphenoid syndrome results 
from compression of the second, third, 
fourth, fifth, and sixth cranial nerves, and 
is characterized by unilateral trigeminal 
neuralgia, total unilateral ophthalmoplegia, 
and amaurosis. The syndrome starts with 
sudden paralysis of the abducens nerve and 
by pain in the supraorbital and maxillary 
region. It progresses rapidly, with a palpe- 
bral ptosis, fixation of the eye, and finally 
loss of vision. As a general rule there is 
first pain and then hyperesthesia of the 
cutaneous territory of the ophthalmic and 
maxillary branches of the fifth cranial 
nerve. The pain seems to center in the 
floor of the orbit. There may be pain on one 
side of tongue, floor of the mouth, and buc- 
cal mucosa. The motor difficulties result 
from compression of the mandibular 
branch of the trigeminal nerve, which 
causes paralysis of the temporal, internal 
pterygoid, and masseter muscles. 


The retroparotidian syndrome results 
from the compression of the ninth, tenth, 
eleventh and twelfth cranial nerves, the 
cervical spinal nerves, and the cervical 
sympathetics. This is usually the result of 
retropharyngeal or retroparotidian meta- 
stases which compress these nerves as they 
emerge from the base of the skull. The 
compression results in difficulties in de- 
glutition because of hemiparesis of the su- 
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perior constrictor musscle, in perversion of 
taste in the posterior one-third of the 
tongue, and in a hyperesthesia, hypoesthe- 
sia, or anesthesia of the mucous membrane 
of the soft palate, pharynx, and larynx. 
Respiratory and salivary difficulties occur. 
There is paralysis and atrophy of the 
trapezius and sternocleidomastoid muscles, 
and hemiparesis of the soft palate and one 
side of the tongue. Narrowing of the pal- 
pebral fissures, enophthalmia, and myosis 
characterize Horner’s syndrome, which re- 
sults from sympathetic nerve damage. 
There may be a combination of the two 
syndromes or variations of them depend- 
ing upon the nerves involved. 


The tumor may invade the orbit and 
cause an exophthalmos. 


Metastatic lesions below the clavicles 
may be found in the lungs, bone, liver, kid- 
neys, spleen, and retroperitoneal lympha- 
tics. Metastases are more common in the 
lungs, bone, and liver. In one series of 
Lenz’s cases, 3 of 11 patients had bone 
metastases, and 7 of the 11 died from dis- 
tant metastases), Death usually results 
from generalized tumor and cachexia. 


The diagnosis of lymphoepithelioma of 
the nasopharynx is often difficult. The dur- 
ation of symptoms before diagnosis is made 
varies from one month to six years, with 
an average of seven months. The correct 
treatment is started after an average 
period of 10 months. Many patients had a 
number of biopsies of the nasopharynx be- 
fore the diagnosis was made, and the 
diagnosis is frequently made from a biopsy 
of a cervical lymph node before the naso- 
pharyngeal lesion is suspected or before a 
positive biopsy is obtained. 

Roentgenographic Findings 

The lateral x-ray examination of the 
skull and nasopharynx may reveal enlarge- 
ment of the soft tissues of the posterior 
wall of the nasopharynx and decalcification 
of the walls of the sphenoid sinuses and 
clinoid processes. The anteroposterior and 
posteroanterior views are useful in demon- 
strating the invasion of the ethmoid sin- 
uses, orbits, nasal fossa, and maxillary 
sinuses. Views of the base of the skull may 
show a decalcification of the bone which 
betrays the extension of the tumor into the 
middle cerebral fossa. The decalcification 
usually enlarges the foramen ovale and 
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foramen lucerum. There may be erosion of 
the body and lesser wing of the sphenoid, 
and the petrous apex. A triad consisting of 
enlargement of the sphenoid foramens, 
erosion of the basiocciput, and destruction 
of the petrous tip was described by Reeves, 
Baylin and Kerman‘) as pathognomonic 
of lymphoepithelioma with extension into 
the skull. 


Therapy 


The treatment of choice of lymphoepithe- 
lioma of the nasopharynx is irradiation. 
This lesion is not a surgical problem. A num- 
ber of therapists have described different 
methods of treating this disease 
14,16) Most of them use a filter of at least 
0.5 mm. to 2 mm. of copper, 250KV, and a 
half-value layer of 0.9 mm. of copper, or 
greater. More filter, higher kilovoltage, and 
a greater half-value layer are recommended 
when available. A number of portals have 
been recommended. These include opposing 
lateral portals, portals through the maxil- 
lary sinuses, occipital portals, and portals 
through the frontal sinuses. Some authors 
use a portal through the oral cavity. Other 
authors state that portals through the 
frontal and occipital fields are not justi- 
fied, and that the portal through the oral 
cavity is not useful. 


The lateral portals should be large 
enough to include the sella turcica, entire 
nasopharynx, prevertebral structures, and 
the upper cervical node metastases. A 
second lateral portal is used for lower cer- 
vical lymph node disease. The portal size 
should be large enough to cover the entire 
tumor, and this may vary from 6 by 8 cm. 
to 8 by 18 cm. 

The maxillary portals are of value in 
increasing the tumor dose to the lesion in 
the nasopharynx. These portals are usually 
5 by 6 cm., and are angled to the tumor. 

The portal through the frontal sinus is 
of value in increasing the tumor dose when 
the lesion has spread into the calvarium or 
into the orbits. 

Protraction of the treatment over a long 
period results in an apparent advantage in 
the treatment of extremely radiosensitive 
tumors, since it permits the accumulation 
of a larger dose with less chance of unto- 
ward effect and greater relative effect upon 
the tumor. The aim in treatment is to ad- 
minister a total dosage throughout the 
tumor which will be capable of destroying 


it without lethal effect on the irradiated 
normal structures. 


The average daily dose to the portals 
treated varies from 150 to 300 r. Usually 
one lateral and one maxillary portal are 
treated daily. The maximum dose to the 
lateral portals is 3,000 to 3,500 r in air in 
five to six weeks. The portals through the 
maxillary sinuses are given 2,000 to 3,000 r 
in air in five to six weeks. The minimum 
adequate tumor dosage in five to six weeks, 
is 2,500 to 3,000 r. The ideal tumor dosage 
is 4,000 r to 5,000 r in four to six weeks, 
but this may not be possible in extensive 
cases. In small tumors with radiation 
through multiple fields the administration 
of a tumor dosage of 5,000 to 6,000 r in five 
to six weeks may be desired. 

The lymph node metastases in the neck 
are usually treated with a single lateral 


‘field which varies in size with the size of 


the area involved. These areas are usually 
given 200 to 300 r in air daily until the field 
is given 2,000 to 3,000 r in air. One desires 
to give the therapy in four to six weeks. 
Some therapists give routine prophylactic 
irradiation to lymph nodes of the neck and 
mediastinum, while others treat these areas 
only when metastatic disease is present. 
These metastatic nodes respond well to x-ray 
therapy but sometimes recur, and the tu- 
mor does not respond as well to the addi- 
tional treatment. 

Radium is useful in treating some local- 
ized small lesions. This therapy is best giv- 
en by using a radium bomb in the Brady 
applicator. This applicator gives a high 
dose near the radium bomb, but the dosage 
decreases rapidly with an increase in the 
distance from the applicator. 

The usual plan of therapy is to treat the 
primary tumor, its adjacent extensions, and 
the lymph node metastases at the same 
time. The success of therapy is dependent 
upon early diagnosis, careful localization 
of the disease, careful planning of the 
treatment fields, and meticulous attention 
to detail of treatment. 


Prognosis 


The prognosis for five-year survival 
varies from 22 to 42 per cent. The progno- 
sis is poor in the presence of bone metas- 
tasis (10 per cent), but in its absence one 
can expect a five-year survival rate as high 
as 40 per cent. The degree of malignancy 
is much greater in patients under 20 years 
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of age. Metastases occur earlier, intra- 
cranial extension is more rapid and severe, 
and distant metastases are more frequent. 
The disease is said to be almost always 
fatal in children. The best results are ob- 
tained in the age group above 50 years un- 


less the general physical condition is poor. | 


The presence of cranial nerve paralysis is 
an unfavorable sign, but does not necessar- 
ily make the case hopeless. Actual decalci- 
fication of the bones of the base of the skull 
is an almost certain fatal sign, but radio- 
therapy contributes a considerable amount 
of palliation and prolongation of life. 


The average survival of those who died 
without treatment was 17 months. The 
average survival with treatment was 31 
months. Most of those who survived three 
years without disease go on to survive five 
years without a recurrence. 


Review of 48 Cases Diagnosed 
and Treated at Duke Hospital 


Since the opening of Duke Hospital in 
1930, 48 cases of lymphoepithelioma of the 
nasopharynx have been treated at this hos- 
pital. All cases which had been treated 
originally elsewhere were eliminated from 
this study. All patients in whom the diag- 
nosis was made were given x-ray therapy 
as a curative or a palliative procedure. A 
few patients elected to receive treatment 
nearer home, and were eliminated from 
this study. All patients who were lost to 
follow-up are considered dead as of their 
last clinic visit. There were 7 patients in 
this category. 


The youngest patient seen was 6 years 
old and the oldest was 79. The majority of 
patients were in the 11 to 20 and the 51 to 
60 year age groups (table 1). 


Table 1 
Age Distribution 

Age in Years No. 
0 -10 3 
11-20 12 
21-30 6 
31-40 3 
41-50 5 
51-60 12 
61-70 4 
71-80 3 


Thirty-four of the patients were male 
and 14 were female. Twenty-nine were 
white and 19 were Negro. There does not 
appear to have been any racial predilection 
to the disease since more white patients 
than Negroes visit the hospital. 

There were two brothers, aged 18 and 13, 
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who had the disease. The older patient de- 
veloped the disease in 1954, and the young- 
er patient developed the disease in 1957. 
Both are living and well following treat- 
ment. 

The presenting symptoms are listed in 
table 2. 


Table 2 
Presenting Symptoms 
No. Patients 
Cervical adenopathy 
Hearing impairment with or without 
earache 25 
Nasal obstruction 23 
Cranial nerve paralysis 19 
Headache 18 
Nasal bleeding 14 
Trigeminal neuralgia 4 
Exophthalmos 3 
Pain and restriction of motion of the 
temporomandibular joints 2 
Horner’s syndrome 0 


The most common symptoms were cer- 
vical adenopathy, hearing impairment, 
nasal obstruction, cranial nerve paralysis, 
and headaches. The duration of symptoms 
before the diagnosis was made varied from 
one month to three years, The average dur- 
ation of the disease before the diagnosis 
was made was eight months. Erosion of the 
bones of the skull was demonstrated by 
x-ray in 26 patients. The floor of the middle 
fossa was eroded in 22 cases, the antrums 
were involved in 3 cases, and the orbit was 
involved in 1. The diagnosis in each case 
was made from a biopsy of the naso- 
pharynx. Twenty-two of the 48 patients had 
positive neck nodes when the diagnosis was 
made. Seven more had cervical lymph node 
enlargement which was presumed to be due 
to metastatic tumor. In a number of cases 
there were lymph node metastases, and a 
diagnosis of the disease was made from the 
biopsy of these nodes before a positive spec- 
imen was obtained from the nasopharynx. 
There were a few cases in which a number 
of biopsies of the nasopharynx were made 
before the diagnosis was established. Fif- 
teen patients have survived three years, 12 
for five years and 6 for 10 years or more. 
Two of these patients are living and well 
18 years following therapy. The survival 
of patients is tabulated in tables 3 and 4. 

Patients who had metastasis to the skull, 
cranial nerve involvement, or cervical lymph 
node metastases had a much poorer prog- 
nosis than those without metastases to these 
areas (table 5). 

The prognosis in children is not good, but 
neither is it hopeless, since there were 4 


216 NORTH CAROLINA MEDICAL JOURNAL 


Table 3 
Survival of Patients 
Survival in Years 

0-3 3-5 5-10 10-15 16-18 
Number of patients 33 15 12 6 
Per Cent 69 31 25 125 3 
patients out of 15 who survived five years 
or more. Two of these patients are living 
and well 12 and 18 years following ther- 
apy. A summary of all ages as related to 
survival is given in table 6. 

All the patients treated were treated with 
200KV x-ray with a half-value layer of 
1.25mm. to 1.9mm. of copper. Different 
tumor doses were given to different pa- 
tients. During recent years patients have 
received larger doses to their primary tu- 
mor and we deliver 4,000 r to 5,000 r to the 
tumor in four to six weeks using two lateral 
portals and two ports through the maxillary 
sinuses. The procedure used at Duke Hos- 
pital is essentially the same as described 
under the section on therapy in this article. 
In some cases the disease was extensive and 
therapy was given only as a palliative meas- 
ure. The tumor dose given to the primary 
lesion in all of the reported cases and their 
survival times is summarized in table 7. 

Neck node metastases were given 1,200 
to 3,500 r in air given in four to six weeks. 
In recent years the dosage to the neck 
nodes has been 2,500 to 3,500 r in air given 
in four to six weeks. The node metastases 
responded well to the therapy but less well 
to a second course of irradiation in cases 
of recurrence. 


Summary 


1. Lymphoepithelioma of the nasopharynx 
is not a rare disease. Forty-eight cases are 
reported in this article, and others have 
been seen in this hospital. 

2. There are three pathologic types of 
the disease—Schmincke, Regaud, and trans- 
itional cell carcinoma. 

3. The disease may occur at any age, but 
is rare below the age of 5. The prognosis is 
poorer in children than in adults. 

4. Frequently a number of biopsies are 
necessary before the diagnosis is estab- 
lished. 

5. The tumor grows locally, but metas- 
tasizes early. The prognosis is poor in pa- 
tients who have erosion of the skull, cran- 
ial nerve involvement, and cervical lymph 
metastasis. i 

6. The pathology, symptoms, clinica] find- 
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Table 4 
Follow-up of Survivors 
Survival in Yea 
Number of patients Total 5-10 10- 18 
Living with disease 3 0 
Living without disease 10 4 3 1 i 2 
Died without disease RS | a 1 1 1 


Table 5 
Survival of Patients With Metastases 
Survival in Years 
Number of patients Total 0-3 3-5 5-10 10-15 15-18 
With cervical node 


metastases 31 23 2 3 2 1 
With cranial] nerve 

involvement 2 1 0 0 
With skull 

destruction 2 1 0 


Without metastases to 

neck nodes, cranial 

nerves and skull 0 
*Living and well. 


Table 6 


Relation of Age to Survival 


Survival in Years 
Age Total 0-3 8-5 5-10 10-15 15-18 


1-10 3 2 0 0 1 0 
11-20 12 10 1 0 0 1 
21-30 6 5 0 1 0 0 
31-40 3 1 0 1 0 1 
41-50 5 2 0 2 1 0 
51-60 12 8 1 1 0 2 
61-70 3 3 0 0 0 0 
71-80 4 1 1 2 0 0 

Table 7 


Tumor Dose to Primary Lesion vs. Survival 


Dosage Survival in Years 

Total No. 10 or 
(Roentgens) Patients 0-3 8-5 5-10 more 
1,500-2,000 14 11 1 1 
2,000-2,500 11 5 2(1*) 4 0 
2,500-3,000 4 3 0 0 1 
3,000-3,500 2 1* ing 1 
3,500-4,000 6 4(2*) 0 0 2(1*) 
4,000-4,500 1 1 
4,500-5,000 7 8(2*) 2(1*) 1* 1 


*Living ‘and well. 


ings, therapy, and complications are sum- 
marized. 

7. X-ray therapy is the treatment of 
choice; surgery is not indicated. The prim- 
ary ports used were two lateral ports over 
the nasopharynx and two ports through the 
maxillary sinuses. The optimum tumor 
dosage is between 4,000 and 5,000 r. 

8. The success of therapy depends upon 
early diagnosis, careful localization of the 
disease, careful planning of the treatment 
fields, and meticulous attention to details of 
treatment. 
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Experiences in lowa With the Transfer of Medical 


Insurance From Blue Cross to Blue Shield 
ROBERT THROCKMORTON* 


DES MOINES 


I am sorry to be a second ace in the hole 
this morning. I am however, very much in- 
terested in this subject and if the remarks 
of other speakers such as Dr. Elbert Per- 
sons and Dr. C. R. Bugg to me ring notes 
that are sound in Iowa, perhaps the things 
that I can tell you about our experience in 
Iowa will be of help to you here in North 
Carolina. 


Dr. Coleman was detained because his 
entire laboratory is being moved to a new 
hospital unit at the Mercy Hospital in Des 
Moines. The annual May 1 strike of the 
contracting workers was called on sched- 
ule, and he was asked to get his equip- 
ment moved today and tomorrow. For that 
reason he was unable to come, and he 
wanted me to express his very sincere re- 
grets. 

I would not do justice to the situation if 
I didn’t start off by referring to the little 
pamphlet, “A Small Leak Will Sink a 
Great Ship,” given by Dr. G. Westbrook 
Murphy to your Society in 1956. It came 
in the middle of our struggle in Iowa and 
gave us great inspiration. The State of 
Wisconsin is now in the midst of this same 
struggle, and when we met a month ago 
with their president and their attorney, we 
gave them all kinds of material. I have just 


Read before the Second General Session, Medical Society 
of the State of North Carolina, Asheville, May 6, 1959. 

*Legal adviser to Iowa State Medical Society (substituting 
for Dr. Francis C. Coleman). 


had a letter from him saying, “I especially 
want to thank you for lending me the arti- 
cle by Dr. Murphy.” 

So as Dr. Murphy’s remarks made here 
three years ago have spread across the 
country, I hope that something I say today 
will help you solve this difficult problem. 


Background of the Doctor— 
Hospital Controversy 

I shall touch very briefly on the back- 
ground of this hospital problem. Twenty- 
five years ago, at least in Iowa, hospital 
administrators were largely medical doc- 
tors, nurses, or ministers. The boards of 
trustees were primarily small church 
groups and did not represent the commun- 
ity as such; hospitals were generally re- 
garded not as community centers, but 
rather as church centers. 


No one challenged the right of the staff 
to run the hospital then. In hospitals today, 
particularly the larger ones, we have a new, 
professionally trained type of administra- 
tor. Much depends on his personality. He 
may have a chip on his shoulder because 
he is not a doctor and wants to prove that 
he is just as good as any member of the 
staff. The trustees are now representative 
of the entire community. 

There has of course been a tremendous 
expansion in hospital facilities. The field in 
which we are particularly interested in- 
volves the four specialties of pathology, 
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radiology, anesthesia, and the new specialty 
of physiatry (physical medicine). The 
first three of these were taken over by the 
hospitals by default, and I think by the 
press of economic and other circumstances. 
Then when the first Blue Cross programs 
were placed into effect about 25 years ago, 
it took over the coverage for these groups. 


In Iowa we organized Blue Cross in 1940. 
At that time there was a gentleman’s 
agreement that these three _ specialties 
would be transferred to Blue Shield when 
it was organized. 


The Hospital Association was very weak 
in Iowa in 1940, and it was largely the re- 
sult of efforts by the State Medical Society 
that Blue Cross and the necessary enabling 
legislation came into being. Blue Shield was 
organized five years later, in 1945, and the 
gentleman’s agreement transferring radiol- 
ogy and pathology from Blue Cross to Blue 
Shield fell by the wayside. In 1949, when 
Blue Cross came out with what we call a 
Comprehensive 70 Contract, it not only 
covered these three specialty services, but 
provided for payment in full. 


The controversy was touched off in 1953 
at a place rather significantly called 
Waterloo. The Rath Packing Company is 
a branch of Swift & Company. Swift & 
Company had a national coverage through 
Blue Cross which included a Blue Shield 
contract. Under that contract, radiology, 
pathology and anesthesiology were listed 
in the Blue Cross part of the contract and 
these services covered only when rendered 
by a hospital employee, I noticed you have 
that provision in some of your Blue Cross 
contracts in this state. 


In Waterloo the anesthesiologists were 
doctors of medicine, who quickly recog- 
nized that enforcing this contract would be 
prejudicial to them. It would mean that if 
a nurse or some hospital employee gave the 
anesthesia the cost would be covered, but 
not if a doctor of medicine gave it. They 
brought this problem to the Medical So- 
ciety, and we began in 1954 to try to solve 
this problem. 


Efforts to Resolve Conflict 


In the meantime, the American Medical 
Association had not been asleep at the 
switch. Ever since 1926, in almost every 
annual session of the House of Delegates 


June, 1959 


some consideration was given to this 
problem of the corporate practice of medi- 
cine by hospitals. You may recall that the 
Hess Report, which was accepted by the 
House of Delegates of the A.M.A. in 1950, 
among other things concluded: “A physician 
should not dispose of his professional at- 
tainments or services to any hospital, cor- 
poration or lay body, by whatever name 
called or however organized, under terms 
and conditions which permit the sale of the 
services of that physician by such agency 
for a fee.” 

Later in December of 1953, the House of 
Delegates of the A.M.A. adopted what was 
known as the Hopkins Resolution, which 
said in effect that the A.M.A. condems all 
insurance contracts which classify any 
medical service as a hospital service; elec- 
trocardiography, roentgenography, pathol- 
ogy, metabolism tests, anesthesia, and 
physiotherapy should be included in the 
medical insurance benefits and not in the 
hospital contract. 

Joint Committee formed 

In January, 1954, our Executive Council 
approved the Hess Report, and passed a res- 
olution asking the president of the Iowa 
State Medical Society to appoint a commit- 
tee and request the president of the Iowa 
Hospital Association also to form a com- 
mittee so that the members of both could 
sit down and try to work out a solution to 
this conflict of practice of medicine by hos- 
pitals. 

In Iowa, as you can begin to see, the 
whole problem was brought into focus by 
the fact that we have two separate organ- 
izations, Blue Shield and Blue Cross, with 
separate boards. Blue Cross is dominated 
by the Iowa Hospital Association, and Blue 
Shield is dominated by the Iowa State 
Medical Society. I understand that in this 
state you have a joint board, which I be- 
lieve provides a better framework for 
solving this problem than we have. I cer- 
tainly hope so. 

The Attorney General intervenes 


In 1954 the Attorney General ruled that 
hospitals were employing radiologists and 
pathologists and selling their services, and 
that this constituted the illegal practice of 
medicine, 

The Joint Committee’s negotiations were 
not fruitful, although in April of 1954 Blue 
Cross and Blue Shield had worked out what 
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we called a joint pooling agreement, where- 
by premiums were to go into a fund for 
radiology, pathology and anesthesia. These 
costs could then be paid either by Blue 
Cross or Blue Shield as was appropriate to 
the community. Blue Shield and the doctors 
were ready to sign this agreement, but the 
hospital representatives refused to do so 
and the controversy continued. 


The Attorney General, who later became 
our Governor, himself tried to act as a me- 
diator and issued a second opinion propos- 
ing the form of a contract whereby a 
pathologist or radiologist working in a 
hospital would be legally recognized as a 
specialist in the practice of medicine and 
treated as such without damaging the hos- 
pital financially or practically. 


The Hospital Association would not ac- 
cept the Attorney General’s proposal, and 
actually filed suit in January, 1955. So the 
0 1955 marked the beginning of litiga- 
ion. 


The Period of Litigation 


The hospitals brought the lawsuit—it 
was a declaratory judgment action—and 
their contentions were: (1) that corpora- 
tions can practice medicine in Iowa; (2) 
that if this is not true an exception should 
be made for non-profit corporations, be- 
cause they are fewer in number; (3) that 
pathology and radiology do not constitute 
the practice of medicine. It was this third 
point that made the trial so time-consum- 
ing and costly. The final contention was 
that public policy requires that hospitals 
should be permitted to operate as they have 
in the past. 


Decision of the District Court 


The decision, which came out in Novem- 
ber, 1955 held that pathologists, radiologists, 
and also that the technicians working under 
their direction are practicing medicine and 
serve as the hands of the doctor. 

The principle that technicians are prac- 
ticing medicine and serve as the hands of 
the doctor applies to all areas of medical 
practice. Think how much of your own 
practice is conducted through nurses, 
technicians, and others operating under 
your direction and supervision. It seems to 
me that we will have more rather than less 
of this type of delegation, and we feel it is 
important that our Practice Act protects 
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not only doctors but those operating under 
their direction. 


The second holding of the District Court 
was that the privilege of practicing medi- 
cine is a personal one, requiring qualifica- 
tions which cannot be met by a corpora- 
tion. The court said that if there is to be a 
public policy which permits hospitals to do 
this, it is up to the legislature and not the 
court to define it. 


The court then held that hospitals have 
been engaged in the unauthorized, un- 
licensed and illegal practice of medicine, 
and that the pathologists and radiologists 
in Iowa had been violating our fee-splitting 
statutes by operating under the arrange- 
ments that had been prevalent. 


Knowing that the hospital representa- 
tives were going to appear and that the 
matter would probably end up in the legis- 
lature, we got the jump on them in making 
preparations for a legislative battle. We 
conducted almost 30 meetings all over the 
state, to which the members of the Medical 
Society, their wives, and also legislators 
were invited. More than half the doctors 
in the state and their wives and more than 
half the legislators attended these meetings. 


The hospitals fight back 

When the hospital people woke up to 
what we were doing, they started to cam- 
paign. One of their main pamphlets, en- 
titled “They are leading your Hospital to 
Market,” was rather scurrilous. I am sorry 
I don’t have time to point out some of the 
statements made, but we found that the 
same type of thing is happening in Wis- 
consin, and that when these controversies 
get out of hand, it’s pretty hard to keep 
them on the high plane that the profes- 
sionalism of medicine requires. [| think 
the Iowa State Medical Society tried very 
hard to act as gentlemen throughout this 
controversy, and that fact, I believe, con- 
tributed to our success. 

But some hospitals think they can best 
sell their position by attacking doctors di- 
rectly or indirectly, particularly by spoof- 
ing your medical ethics, by painting you as 
being greedy and mercenary; by trying to 
make the other doctors believe that pathol- 
ogist and radiologists are a small group of 
specialists who are trying to get the rest of 
you doctors to support them at your ex- 
pense. 
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Settlement achieved 


We finally entered into settlement of our 
controversy late in the year of 1956, and 
the so-called Joint Declaration, which was 
agreed to by three representatives of our 
Society and three representatives of the 
Hospital Association, was incorporated into 
law and passed in 1957. 

One of the most helpful developments 
was that ultimately the hospitals were 
represented not by administrators but by 
trustees. When we assured them that the 
hospitals were not going to lose any money 
nor any power that they were entitled to, 
and that this was a matter of principle so 
far as we were concerned, they began to 
realize how foolish was their position. 
When we assured them that neither the pa- 
tient nor the hospital would be hurt, and 
that if anybody had to lose money to pre- 
serve this principle it would be the doctors, 
they believed us, and they agreed with us. 


How the Law Works 


Now I know you are particularly in- 
terested in the mechanics of the transfer 
from Blue Cross to Blue Shield. As I 
pointed out, the whole issue focused on this 
point, because the two are separate. If they 
were combined, I think the problem would 
be fairly simple. 

Under the law every hospital is required 
to have a physician as director of the lab- 
oratory or the x-ray department. The phy- 
sician may be a specialist or not. This is 
left entirely to local practice. 


X-ray and pathology 

Thus we actually have about three types 
of coverage. We had little trouble with x- 
ray, because by and large the specialists 
give complete coverage to all the hospitals 
in the state. But there were not enough 
pathologists, and in many of the small hos- 
pitals the pathology department had really 
been operated by a technician. We felt that 
the quality of the laboratory work was not 
as good as it would be if it were properly 
supervised, but we never made an issue of 
this, either in the court trial or with the 
legislature. We think the law has worked 
out so that the laboratory procedures and 
the quality of work has been greatly im- 
proved. 

Thus we continue to have a pathologist 
who directs the laboratories in the larger 
hospitals. Many of them cover a radius of 
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some 50 to 80 miles, and perhaps from five 
to ten smaller hospitals by visiting them 
every one or two weeks, and perhaps hav- 
ing the technicians come in to their main 
hospital for a week’s training at a time. 

Then we have the very small hospitals 
that send their tissues away for examina- 
tion and don’t want a pathologist to come 
in. In such instances any acceptable mem- 
ber of the staff may be in charge of the de- 
partment. A medical director is required 
because this is a medical service and must 
be done under the supervision of a doctor 
and billed and paid for in his name. 

In one or two hospitals the staff said, 
“We don’t have anybody who is willing to 
be the director of the department,” and 
raised such questions as income tax and mal- 
practice liability. Without going into detail, 
these are not serious questions. The plan 
has worked satisfactorily, in some _ in- 
stances by a system of rotation. 

Obviously, this is not an ideal long-range 
solution to our problem, but it works for 
the time being. I believe that as the plan 
continues to expand, the specialist will be 
used more and more as his numbers in- 
crease, and the quality of laboratory 
service will be improved in all these areas. 


Anesthesiology 


Let me say a little about the anesthesiol- 
ogists, because they got left by the wayside. 
Although they started this controversy, 
they were not involved in the litigation nor 
in the legislation. I think they are of in- 
terest, because they show that our approach 
is still very practical. 

In about a third of the State of Iowa 
there are almost no medical doctors ad- 
ministering anesthesia. In that area anes- 
thesia continues to be administered by 
nurses. Under our law the nurse must act 
under the direction or supervision of the 
doctor but she is employed by the hospital 
and payment is made by Blue Cross. 

In the other two-thirds of the state 
where there are professional anesthesiolo- 
gists, the payment is made by Blue Shield, 
and this has caused no practical difficulty. 
We feel that sooner or later we will have 
enough anesthesiologists in the state, and 
the nurses will gradually be replaced or 
come under the direction and supervision 
of a properly trained physician. When that 
happens, Blue Shield may properly take 
coverage. 
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Physiatry 


We have recently had a development in 
the field of physiatry. Dr. deGravelles from 
Duke University heads up a fine new unit 
at the Methodist Hopsital in Des Moines, 
and we are very fond of him. After a little 
struggle the hospital agreed to treat physi- 
atry as it does the other specialties. Here 
again it will take about a year for the Blue 
Shield transfer to be made. 


As the contracts came up for renewal, 
the coverage in the Blue Cross contract was 
taken out and transferred to the Blue 
Shield contract. If a person had only a Blue 
Cross contract that came up for renewal, 
a Blue Shield rider was put on. This caused 
some mechanical problems with Blue Cross 
and Blue Shield, but the boat was not 
rocked on the local level. 


In the Best Interest of the Patient 


Now I want to tell briefly about what’s 
happening in Wisconsin. I think the Hos- 
pital Association there profited by the 
mistakes made in Iowa, and without much 
warning they filed two bills in the legisla- 
ture. One would directly reverse what has 
happened in Iowa, and expressly provide 
that hospitals may employ pathologists, 
radiologists, anesthesiologists and physia- 
trists, and bill for their services. The other 
bill would extirpate from the Blue Shield 
enabling act the right for Blue Shield to 
sell any hospital coverage. 


The Commissioner of Insurance has 
studied this problem in Wisconsin, and 
without consulting any representatives of 
the Medical Society, or of the Hospital As- 
sociation, he came to a very startling and 
true conclusion. This report says: “The 
main issue is the question of who is going 
to contro] the practice of medicine, the phy- 
sician or the hospital.” Certainly effort 
should be made, and made immediately, to 
resolve the main issue of who is going to 
control the practice of medicine, the physi- 
cians or the hospitals, and it should be de- 
cided in favor of what is in the best in- 
terest of the consumer, the subscriber or 
the patient, and not the doctors or the hos- 
pitals. 

I would like to leave the discussion at 
this point, because I think that is how we 
are going to be judged. The question isn’t 
what’s best for the doctors or what’s best 
for the hospitals, it’s what’s best for the 
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patient. In Iowa we have begun to feel that 
this is a part of the whole third-party 
struggle. Medicine is in a very explosive 
era here. The third party is present, and 
we are starting not to kick against every 
third party simply because it is a third 
party, but to determine which ones are be- 
nign and which one are malignant. We feel 
that Blue Shield is a benign third party and 
should be fostered. 

I am pleased that you are expanding your 
service, as are we, to the aged, but the only 
real way we can preserve the free practice 
of medicine, as we see it, is to remain true 
to the very first principle of medica] ethics, 
which is to place the interest and welfare 
of the patient first. 

A senator in Iowa who is a college pro- 
fessor asked me: “Why should any private 
group like the doctors be entrusted with 
any thing as valuable as taking care of the 
public health? Why shouldn’t the public do 
that for itself.” When we have men in the 
legislature who are raising this very ques- 
tion, we can no longer assume that the 
public knows the difference between a busi- 
ness and a profession. I think we have to 
heed the public complaints. 

The public in lowa is saying: We have 
to wait too long in doctors’ offices; we think 
the doctors treat us like cases and not like 
persons; that they don’t like to make 
house calls or night calls any more; they 
send us from one specialist to another, and 
so on. You know what these complaints are, 
and in general we have tended to shrug 
them off. 

A Healthy Challenge 

I think the Iowa State Medical Society 
has come to believe that this is the very 
essence of the problem. While we must deal 
with the hospitals, we also have the prob- 
lem of the Forand Bill, of Medicare, of the 
Mine Workers, and so on. Unless we re- 
dedicate ourselves to the very first princi- 
ple, we may very well lose these battles. 
But if the doctors themselves start placing 
the welfare of the patient first in every sin- 
gle program and build on that, then I think 
this challenge is a healthy challenge. The 
doctors of Iowa are beginning to feel that 
it is a healthy challenge to force us to re- 
vitalize the very essence of professionalism. 

I would say the only point at which I 
would disagree with Dr. Murphy is his 
stress on what to me was forming a strong 
union. In Iowa we very definitely know 
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that freckles make a very respectable coat 
of tan if they all get together, and we need 
more of that, too. But you can’t sacrifice 
professionalism for unionism, and in our 
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judgment we are trying to rededicate our- 
selves to building the very essence of a 
strong professionalism, with all the organ- 
izational attributes that go with it. 


A Brief Appraisal of Pain and Normal Sexual 


Behavior As Subjects of Medical Instruction 


A. J. PRANGE, JR., M.D. 
M. G. SANDIFER, M.D. 
C. R. VERNON, M.D. 


D. R. HAWKINS, M.D. 


CHAPEL HILL 


Pain is probably the most common rea- 
son for seeking medical treatment, and 
dealing with this symptom engages a large 
part of a doctor’s effort. Similarly, sexual] 
problems, while often disguised, are among 
the commonest causes for consulting a phy- 
sician. In reviewing our teaching program 
for medical students, we felt that these 
subjects received insufficient emphasis in 
our curriculum. Moreover, we had the im- 
pression that this was also the case in 
other medical schools with which we were 
familiar. 


In an effort to investigate this possibil- 
ity, a questionnaire was sent to one mem- 
ber of the senior class of each of the 90 
four-year accredited medical schools in the 
United States and Canada. It was under- 
stood that data so obtained would be sub- 
ject to the general limitations of the 
method and to the specific faults of the 
questionnaire. Moreover, the question of 
what constitutes sufficient emphasis would 
of course remain a matter of judgment. 
Thus any conclusions drawn would remain 
impressionistic, but might nevertheless 
shed some light on current practices. 


Forty-two (46.6%) of the questionnaires 
were returned. The average time remain- 
ing before graduation from medical school 
was slightly longer than two weeks, thus 
precluding the possibility of significant 
additional instruction. Sixteen (38%) of 
the 42 correspondents had consulted class- 
mates to refresh their memories. (Cor- 
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respondents were asked to answer question 
4 without consultation.) 
The questionnaire and the responses to 
it are given below: 
Instruction in Pain 
1. To the best of your memory, have you had 
any instruction in medical school on the sub- 
ject of pain exclusive of its mention as a 
symptom of various diseases or as something 
that can be relieved by drugs? 


Yes 28 (66.6% ) 
No 14 (33.3% ) 


If “yes,” under the headings below please de- 
scribe briefly and as best you remember the 
content of this instruction and the time de- 
voted to it in pharmacology. 
A. Lecture 
B. Laboratory 
C. Specific Reading Assignments 
A. Lecture 
Twenty-two students reported lectures in 
pharmacology on the subject of pain. Not 
all reported the time spent, but for those 
who did (14) the average time was three 
hours. The content of the lectures, in de- 
creasing order of frequency, was analge- 
sics, pain mechanisms, and measurement of 
pain threshold. Many of the lecture series 
considered more than one of these aspects. 
B. Laboratory 
Eleven students reported laboratory 
work in pharmacology on the subject of 
pain. Not all reported the time spent, but 
for those reporting (7), the average time 
was four hours. All experiments were cen- 
tered on the determination of pain thres- 
hold, and one additional experiment at- 
tempted to demonstrate the effect of var- 
ious analgesics. 
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C. Specific reading assignments 
Six students reported text book assign- 
ments in pharmacology. 

3. If the answer to question 1 is “yes,” under 
the headings below please describe briefly 
and as best you remember the content of this 
instruction and the time devoted to it in 
courses other than pharmacology. 

A. Lecture 
B. Laboratory 
C. Specific reading assignments 


A. Lecture 

Twenty-six students reported lectures on 
the subject of pain in courses other than 
pharmacology. The average time given to 
the subject was two hours. All aspects of 
the subject were mentioned as having been 
taught. The courses mentioned, in order of 
decreasing frequency, were physiology (9), 
surgery, including surgical specialties (7), 
medicine (4), neuroanatomy (4), psychia- 
rd (4), neurophysiology (2), pathology 
B. Laboratory 


Seven students reported laboratory work 
on the subject of pain in courses other than 
pharmacology. The average time was three 
hours. All aspects of the subject were men- 
tioned as having been taught. Neuroan- 
atomy and physiology were the two courses 
involved. 

C. Specific reading assignments 

Six students reported text book assign- 
ments. 

4. Your information about a patient is only that 
he complained bitterly of pain in his chest and 
that he felt “much better” half an hour after 
receiving a lactose capsule, the contents of 
which were unknown to him. Briefly state your 
conclusions about the patient and his pain. 


This question was purposely left vague. 
All 42 students responded to it. Their com- 
ments were scored according to whether 
they made reference, even indirectly, to the 
following categories: inconclusive data, 
malingering, structural disorder, psycho- 
logic disorder, both structural disorder and 
psychologic disorder, either structural dis- 
order or psychologic disorder but not both, 
the doctor-patient relationship, and others. 
Any given response might be scored as hav- 
ing made reference to more than one cate- 
gory. For example, consider the following 
response: 

The pain may be due to a psychogenic factor 
which is relieved by the medication because the 
patient expected the ‘pill’ to help. The pain may 
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well be on an organic basis, and its relief may 
have only a coincidental relationship to the ad- 
ministration of the placebo. 

This response was scored as having re- 

ferred to the categories “inconclusive data” 

and “either structural disorder or psychol- 

ogic disorder, but not both.” 

Twelve students thought the information 
was inconclusive and that the patient had 
structural or psychologic disorder, but not 
both. 

Ten students thought the information 
was inconclusive and that the patient had 
both structural and psychologic disorder. 

Three students thought the data was in- 
conclusive and made no other comment. 

Four students thought the information 
was inconclusive, that the patient had both 
structural and psychologic disorder, and 
that his relief of symptoms reflected his 
confidence in his doctor. 

Three students, making no comment as 
to the adequacy of the information, thought 
the patient had both structural and psycho- 
logic disorder. 

Three students, making no comment as 
to the adequacy of the information, thought 
the patient had psychologic disorder—for 
example, conversion reaction. 

Two students thought the data was in- 
conclusive and that, if the patient were not 
a malingerer, he had either structural or 
psychologic disorder but not both. 

One student thought the data was incon- 
clusive and that, if the patient were not a 
malingerer, he had both structural and 
psychologic disorder. 

One student thought the data was incon- 
clusive and that the patient had either 
structural or psychologic disorder, and that 
in either case his response reflected his 
confidence in his doctor. 

Two students made comments not classi- 
fied above and briefly referred to the possi- 
bility of a “lowered pain threshold.” 


Instruction in Sexual Behavior 

5. To the best of your memory have you had any 
instruction in medical school on the subject 
of normal sexual behavior in children? 

Yes 38 (90.5%) 
No 4 ( 9.5%) 

6. If “yes,” please describe briefly and to the 
best of your memory the content of this in- 
struction and the time devoted to it. Please 
name the course or courses in which this in- 
struction took place. 


Thirty-six of the 38 students who an- 
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swered “yes” to question 5 reported in- 
struction included in psychiatry courses; 
the remaining 2, in pediatrics. Eleven stu- 
dents mentioned both psychiatry and pedi- 
atrics. No other courses were named. The 
content of such courses consisted of a con- 
sideration of psychosexual development, 
sometimes illustrated by the presentation 
of case material. The time devoted to such 

instruction varied from 10 minutes to 40 

hours. 

7. To the best of your memory have you had 
any instruction in medical schoo] on the sub- 
ject of normal sexual behavior in adults? 

Yes 19 (45.2%) 

No 23 (54.8%) 
If “yes”, please describe briefly and to the 
best of your memory the content of this in- 
struction and the time devoted to it. Please 
name the course or courses in which this in- 
struction took place. 

Thirteen of the 19 students who an- 
swered “yes” to question 7 reported in- 
struction received in psychiatry courses. 
Other courses named separately or in addi- 
tion to psychiatry were gynecology (2), 
medicine (2), legal medicine (1), marriage 
relations (1), mental] health clinic (1), ob- 
stetrics (1), and physiology (1). The time 
of instruction ranged from 1 to 40 hours. 
The subject was considered briefly from 
the standpoints of development and overt 
behavior, but also from the standpoint of 
social role, marriage relations, and law. 

Discussion 

Pain 

A perusal of the above data suggests 
that considerable time and effort are ex- 
pended by medical faculties in teaching the 
various aspects of pain, and that senior 
students possess an awareness of the com- 
plexity of the subject. Thirty-six (85.6 
per cent) of the respondents stated (quite 
accurately) that the case data of question 
4 was inconclusive for final evaluation, a 
fact which in itself suggests a general 
tendency to recognize that pain is a multi- 
factoral response. No respondent made the 
diagnosis of structural disorder alone. 
Combining categories, one sees that only 4 
students (9.5 per cent) fell into the per- 
nicious trap of concluding that a good re- 
sponse to a placebo proved the patient 
either to have a psychologic disorder alone 
or to be a malingerer. In clinical practice 
one not infrequently finds this conclusion 
having been made on such evidence, and it 
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is gratifying to discover this high level of 
sophistication among graduating medical 
students. Five students (11.9 per cent) 
mentioned that the patient’s good response 
to a placebo in question 4 might reflect 
confidence in his physician, indicating 
their appreciation of the role of interper- 
sonal relationships in the alleviation of 
pain. 


There is room, however, to question 
whether the meaning of pain is adequately 
stressed. If one groups the answers to 
question 4 (which are committed on this 
point) as to whether the patient has (or 
could have) both psychologic and _ struc- 
tural disorder or, alternatively, either but 
not both, one finds that 18 felt both could 
be present while 15 felt one or the other 
could be present, but not both. (This latter 
figure does not include the 4 students who 
felt that psychologic disorder was present 
if the patient were not malingering.) Thus, 
33 students committed themselves on this 
point and nearly half fell into the “either- 
or” fallacy of considering structural and 
psychologic disorder as being mutually ex- 
clusive. This may represent persistence of 
the “rule-out” aproach to diagnosis, and es- 
pecially of the attitude that if one has suf- 
ficiently “ruled-out’” structural _ illness, 
psychologic factors must account for symp- 
toms. Curiously, the inverse approach is 
rarely employed. In any case, an “either- 
or” approach, which was quite prominent 
in the responses, too often leads to diag- 
nostic disaster. 


Sexual behavior 


The responses relating to sexual in- 
struction are quite striking. Almost all 
students (90.5 per cent) had had instruc- 
tion on the subject of normal sexual be- 
havior in children, while only a minority 
(45.2 per cent) had had instruction on 
sexual behavior in adults. Apparently, con- 
siderable effort is expended in describing 
how people “get this way,” but relatively 
little attention is paid to what they are like. 
The instruction in adult behavior, as noted 
above, came in a variety of courses. One 
student stated that the clearest statements 
were forthcoming in his course in legal 
medicine. 


Conclusions 


Any conclusions must be weighed with- 
in the limitations of this study. With these 
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reservations, the following statements may 

be made: 

1. The subject of pain is dealt with ex- 
tensively and in many courses, 

2. There is little tendency to view a good 
placebo response as evidence solely of 
psychologic disorder or malingering. 
There is an encouraging tendency to 
recognize such a response as reflect- 
ing a good doctor-patient relationship. 

3. There is a considerable tendency 

toward an “either-or’” approach to 
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diagnosis, to view structural and psy- 

chologic disorder as mutually exclu- 
sive. 

4. The subject of sexual behavior of 
children is rather thoroughly dealt 
with in most medical schools. 

5. There is a relative lack of instruction 
concerning adult sexual behavior. The 
ignorance that this implies may sig- 
nificantly limit the service that the 
graduating physician may afford his 
patients. 


The files in the headquarters office of the 
Medical Society of the State of North 
Carolina are loaded with data regarding 
medical credit bureaus. These data begin 
chronologically in 1953, when a local agen- 
cy in Raleigh made itself known as a col- 
lection agency for physicians’ delinquent 
accounts. Investigations revealed that a 
certain other agency had caused consider- 
able grief and unhappiness among our 
physicians as a result of unethical collec- 
tion methods a few years previously, re- 
sulting in the loss of much money and 
many accounts. In 1953 the Executive 
Secretary of the Society began to write 
letters of inquiry to various persons in an 
attempt to gain information that might 
forestall any subsequent mishaps along this 
line. 

Preliminary Inquiries and Investigations 

In August, 1954, a letter was received by 
our Executive Secretary which read as 
follows: 

Dear Mr. Barnes: 

About six months ago I turned over some of 
my overdue accounts to a collection agency from 
Chicago, with very unsatisfactory results thus 
far, and I am interested in learning if this is 
one of the firms about which our Society has 
been warned. Thanks for an early reply. 

Sincerely yours, 
M.D., Moyock, N. C. 


The Executive Secretary wrote to the 
American Medical Association, which re- 
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plied that, since the state laws varied so 
greatly in regard to the legal organization 
and other aspects of collection agencies, it 
would be generally advisable to avoid using 
agencies outside the area in which a physi- 
cian practices. In November, 1954, a letter 
from another doctor addressed to the Exec- 
utive Secretary stated that the Vance 
County Medical Society had been ap- 
proached by a collection agency concerning 
the collection of physicians’ delinquent ac- 
counts. It was pointed out in the reply that 
the State Medical Society had not taken a 
firm stand on the matter. 

In the July, 1954, Public Relations Bulle- 
tin of the Medical Society of the State of 
North Carolina (vol. 4, no. 7, p. 1), an ar- 
ticle on the subject of collection agencies 
said, in part: 

Caution is advised before signing a contract 
with collection agencies, particularly those which 
solicit the accounts of physicians by mail; and 
as much information as possible should be ob- 
tained concerning their operation methods. One 
or two have recently worked North Carolina; 
hence, it is recommended that a complete in- 
vestigation be made before placing accounts. Be 
sure to request North Carolina Insurance Com- 
missioner permit number. It would also be wise 
to consult an attorney or capable adviser who 
is familiar with the technical language of con- 
tracts. For example, a contract which provides 
a discount feature without recourse may not 
make it mandatory to accept such discounts 
when offered. Also, a contract guaranteeing 
100% of its initial cost might actually result 
in a collection percentage cost of 100% to the 
physician. 
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In the Public Relations Bulletin for Feb- 
ruary, 1955 (vol. 5, no. 2, p. 3), appeared 
the following statement: 


Let us take note of all proffered contracts by 
interstate collection bureaus related to Medical 
Accounts. One such has brought suit in a Wa- 
tauga County situation to recover on a high 
division of collection claim. Based on past ex- 
periences, it would seem more advisable to deal 
with local bureaus, as they are less likely to use 
high pressure tactics. 


In February, 1955, a letter from a doctor 
in Mount Airy was received by the Execu- 
tive Secretary. It read as follows: 


Dear Mr. Barnes: 

This is a report on a collection agency from 
another state. I think this group or company 
is a bunch of crooks and if there is any way 
that you can let the other members of the N. C. 
Society know about this, it will be worthwhile. 
I do not know if it would be practical or not, 
but I would suggest that other states be notified. 
I am enclosing their statement for your infor- 
mation. No contract was signed with this com- 
pany, and the agreement was that I was to re- 
ceive 50%, the company 25%, and a beneficiary 
named by me 25% of the gross collections, No 
cost or service charge was mentioned. 


A review of the statement revealed the fol- 
lowing data: 
Aggregate accounts contracted 


for collection $389.50 
Collected by physician owner 56% 219.50 
Collected by contracting bureau 44% 170.00 
Bureau cost and expense claim 70% 279.00 
Bureau “profit” share claimed 7% 27.49 
Bureau’s further claim on 

the physician 34% 164.50 
Allowed owner physician as 

“profit” share 14% 55.00 

Alowed a named beneficiary 

“profit” share 1% 27.50 


These figures would allow 111 per cent 
for the bureau and 21 per cent for the phy- 
sician, with the net result that they sent 
him a bill for $164.50 as the amount due 
them for collecting $389.50, although they 
had the $389.50. 

A copy of the above report was sent to 
A.M.A. Headquarters. Its legal department 
had little of a constructive nature to sug- 
gest other than that if the bureau had used 
the mails to defraud, appropriate action 
could be taken, and that a local attorney 
should be consulted. 

In April, 1955, a physician in Greenville 
requested information relative to the possi- 
bility of establishing a Society-sponsored 
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credit, and possibly collection, bureau in 
Pitt County. Also in April, 1955, the follow- 
ing letter came from a New Bern physi- 
cian: 

Dear Mr. Barnes: 

We would appreciate any information you can 
give us concerning reputable collection agencies 
to whom we can turn for assistance in collect- 
ing old accounts. If the State Society has any- 
one it prefers, please let us know. 


Also in April, 1955, a Wadesboro doctor 
wrote as follows: 
Dear Mr. Barnes: 

I am well aware of many disadvantages or 
undesirabilities of using collection agencies, but 
there occurs an occasional instance when a col- 
lection agency may be beneficial. Recently a 
representative of an agency from another city 
in North Carolina approached me and offered 
this proposition, as follows: The physician pays 
$150.00 when the contract is made, and this en- 
titles him to their services for four years. The 
first $150.00 collected by them is returned with- 
out deductions, and from all subsequent collec- 
tions 25% is deducted by them. 


Investigative Committee Formed 


In May, 1955, the matter of the Credit 
Bureau was presented to the Executive 
Council of the State Medical Society. The 
Secretary told the Council about some of 
the experiences of North Carolina physi- 
cians with certain collection agencies and 
reminded them that physicians throughout 
the state were calling upon the executive 
office for information about reliable col- 
lecting services. He commended certain 
local agencies for their interest in physi- 
cians and public relations, but pointed out 
that on the other hand there were numer- 
ous out-of-state fly-by-nights that came in 
to develop contracts with individual physi- 
cians and then exploit them for their own 
benefit. He stated further that this matter 
was important enough to warrant study by 
a committee and recommendations for the 
guidance, not only of legitimate agencies in 
the field, but of doctors. This measure was 
approved by the Executive Council. 

On May 18, 1955, the Executive Secre- 
tary issued a memorandum as follows: 


Let it be noted that Dr. James P. Rousseau, 
President of the Medical Society of the State of 
North Carolina, will have the responsibility of 
designating a committee to which will be as- 
signed the duty of making a study of the prob- 
lem of medical credit bureau operations in 
North Carolina and developing a recommenda- 
tion for establishing a policy for the State 
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Medical Society in reference to guidance to be 
offered to the membership in relation to medical 
credit bureau operations. 


The committee to study medical credit 
bureaus met in Winston-Salem on October 
14, 1955, and was attended by President 
Rousseau, Executive Secretary Barnes, 
Chairman Moir S. Martin of Mount Airy, 
a quorum of members, and several consul- 
tants representing physicians with exper- 
iences on one hand and collection agency 
administrators on the other hand. All of 
those present participated in the discus- 
sion. 


It was pointed out that this committee 
had not previously existed, nor had a recog- 
nizable need existed until recent years, 
when so many abuses in collection agencies 
developed and it became apparent that 
marked exploitation of physicians had 
taken place widely. It was further pointed 
out that physicians frequently seek some 
guidance in the matter of locating compe- 
tent collection services, about which they 
have had inadequate information. After 
careful exploration of these items, the 
committee designated two subcommittees to 
engage in separate objective studies and 
report at the next meeting. The Executive 
Secretary reported a survey schedule by 
medical districts in North Carolina indi- 
cating 73 collection agencies of every de- 
scription distributed over the state, and 
commented that very few of them were 
specialized from the standpoint of proce- 
dures to handle medical accounts. 


In February, 1956, the Secretary got in 
touch with the North Carolina Insurance 
Commissioner, who sent him a list of the 
collection agencies authorized to do busi- 
ness in this state. This list was published 
in the Public Relations Bulletin of March, 
1956 (vol 6, no. 5), along with the follow- 
ing comments: 


Numerous out-of-state agencies of questionable 
reputation have recently been seeking accounts 
in North Carolina. By State law any collection 
agency, other than local county agencies and at- 
torneys not operating under a trade name, are 
required to have a license to do business in this 
State, duly issued by the Insurance Department. 
You would be wise to assure yourself that any 
agency with whom you wish to place accounts 
holds the required permit. For your information, 
a portion of the State Statute, paragraph 66-41, 
is included: “Permit from Insurance Commis- 
sioner—Any person, firm or corporation within 
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the State of North Carolina engaging in the 
collection of accounts for a percentage consider- 
ation of the account collected, or upon any other 
basis than regular employment, shall, before 
engaging in such business within the State of 
North Carolina, apply to and receive from the 
Insurance Commissioner, a permit to engage in 
such business, which permit shall at all times 
be prominently displayed in the main office of 
the person, firm or corporation to whom or to 
which the permit is issued, and the number of 
said permit shall be printed in bold type upon 
all letterheads, stationery and forms used by 
the person, firm or corporation holding such 
permit.” 


Subcommittees Give 
Reports and Recommendations 


The second meeting of the committee was 
held at Winston-Salem on March 9, 1956. 
The chairman of one subcommittee re- 
ported that an informal conference was 
held in Raleigh on November 11, 1955, with 
two representatives of organized medical- 
dental credit bureaus who submitted in- 
formation on codes of ethics and relations 
in respect to credit organizations which 
possibly would have more bearing on the 
situation in North Carolina. They indicated 
a willingness to maintain a continuing per- 
spective on the problem in general and to 
keep the Society informed in every prac- 
tical manner as to the whole related field 
of credit organization and operation in the 
state. The codes of ethics of the following 
organizations at the national level were re- 
viewed : 


1. National Association of Medical- 
Dental Bureaus, Inc. 

2. American Collectors Association, Inc. 

8. Collection Service Division of Asso- 
ciated Credit Bureaus of America, 
Inc. 


It was pointed out that each of these or- 
ganizations has formulated a documenta- 
tion of “objectives and purposes” as well as 
the rules and regulations, All of these tend 
to bind the “accepted” agencies every- 
where to the same standard of ethical pro- 
cedure. 

The chairman of the other subcommittee 
reported on its meeting of January 31, 
1955. He said that his committee realized 
the great problem of handling delinquent 
accounts satisfactorily, and made the fol- 
lowing recommendations: 

1. Any county society wishing to es- 

tablish a collection agency can con- 
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sult its nearest credit bureau for 
help. 

The subcommittee opposes society- 
owned collection agencies. 

Any agency approved should belong 
to one of the above mentioned na- 
tional agencies. 

No contract, written or oral, should 
be made with any agency without 
full investigation, including legal 
counsel. 

All accounts should be controlled by 
the physician at all times, with 
rights to cancel or adjust as circum- 
stances may warrant. 

The Medical Society Headquarters 
should keep available a list of ap- 
proved agencies functioning in North 
Carolina and should advise, on re- 
quest by any physician, in the selec- 
tion of an agency. 

All physicians having difficulties 
with local collection agencies should 
report such immediately to the Exec- 
utive Secretary, who will report the 
matter to the proper national organ- 
ization for appropriate action. 


These reports were adopted. Then Presi- 
dent Rousseau suggested that at least two 
articles on this subject be prepared for 
publication in the NORTH CAROLINA MEDIC- 
AL JOURNAL for the following year. 


Committee Conducts Survey 


During the year 1956-1957 our commit- 
tee made minor personnel and _ policy 
changes, but held no formal meeting. Ex- 
tensive correspondence was carried on. Let- 
ters were written to each member of our 
committee, to the heads of the various 
medical bureaus and collection agencies in 
North Carolina, to the executive secretaries 
of the various state, district and territorial 
medical] societies of the United States, and 
a form letter was sent to each member of 
the Medical Society of the State of North 
Carolina. The theme of each letter was a 
statement of the purpose of our work, which 
consists of gathering information about 
credit bureaus, their objectives, their prac- 
tices, and their good and bad experiences. 

During the spring of 1957, 40 replies 
were received from North Carolina physi- 
cians. Eleven lodged specific complaints 
against various credit bureaus which they 
called by name. Most of the others who re- 
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plied were pleased with service from locally 
managed collection agencies. 

Seven helpful replies were received from 
locally managed credit bureaus. 


Replies from other states 

Thirty replies were received from execu- 
tive secretaries of state, district, and terri- 
torial societies. Twenty indicated little or 
no interest in the subject at the state level. 
Seven indicated some successful scattered 
operations at local levels in their states. 
The State of Washington reported that the 
credit bureau of Seattle was operating suc- 
cessfully with physicians and dentists on 
an incorporated, non-profit basis, with a 
collection charge of 15 per cent on accounts 
less than six months old and 25 per cent 
more than six months old. California re- 
ported success in the Los Angeles County 
Medical Association area when, after con- 
ferences with leading collection agency rep- 
resentatives and the State of California, 
which regulates them, their Medical Eco- 
nomics Committee drew up an elaborate set 
of requirements for collection agencies to 
bear the seal of approval of their Medical 
Association. They reported that their plan 
works well and is probably more effective 
than a Society-operated agency. The Hon- 
olulu County Medical Society reported that 
its Bureau of Medical Economics had had 
great success in collecting accounts and 
preserving good public relations. Their 
bureau is a stock corporation, mutually 
owned and controlled by physicians and 
dentists. 

The next meeting of: the committee was 
held at Winston-Salem on August 26, 1957. 
President Edward Schoenheit, Past-Presi- 
dent J. P. Rousseau, Executive Secretary 
Barnes, Public Relations Chief Hilliard, 
and representatives from several reliable 
collection firms were present, in addition to 
a quorum of the committee. The results of 
correspondence and replies to question- 
naires were reviewed and discussed at 
length. It was pointed out that the average 
member of the Society still lacked informa- 
tion about the problems of collection agen- 
cies, and the need for distribution of infor- 
mation through the media of the Public Re- 
lations Bulletin and the NORTH CAROLINA 
MEDICAL JOURNAL was cited. The commit- 
tee then unanimously approved a motion to 
have this information presented in the 
form of a talk at the next General Session 
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ADVERTISEMENTS 


EXCELLENT 


PREMIUM RATE YOUR 
PATIENTS CAN AFFORD 


LIBERAL ENROLLM ENT 
POLICIES 


SCOPE OF 
BENEFITS 


SIZE OF ALLOWANCES 


Tuese are the four factors to consi- 
der in evaluating any health plan: 
What does it cost? Who can join? What 
are the benefits? How much is the doc- 
tor paid? 


They’re all equally important. Each 
one affects all the others, And you can’t 
possibly compare plans on the basis of 
one ingredient alone. 


At Blue Shield, C and D could per- 
haps be increased—IF we were 
willing to tamper with A and B. 


How do you judge 
a health plan? 


HOSPITAL SAVING ASSOCIATION 
North Carolina’s Blue Shield, Chapel Hill, N. C. 


Those who direct Blue Shield affairs 
...the representatives appointed by 
your State Medical Society ...are not 
willing to destroy the balance. And for 
a very good reason. No plan can serve 
the broad, long-range interests of the 
entire medical profession except by 
serving first the needs of the entire 
community. 

So...as a community plan... North 
Carolina’s Blue Shield continues to en- 
rol] those who would find it difficult, if 
not impossible, to get realistic cover- 
age elsewhere. 
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To Members of the Medical Society 
of the 


State of North Carolina 


Regarding your Society’s Accident and Health Plan 
— Established 1940 — 


This is the plan of Accident and Sickness insurance preferred, and 
participated in by most of the members of the North Carolina Medical 
Society. We greatly appreciate the ever increasing number of members 
who come to us for their disability protection after carefully considering 
other plans. This growing confidence and reliance on us makes us very 
happy and more determined to see that every member of the Society who 
has a claim is treated fairly and paid promptly. We write the claim checks 
in this office. Your claim does not have to be sent to some distant city 
to be processed by someone who does not know you and feels little interest 
in your problems. It is not enough just to accept your premiums. It is 
our duty and our pleasure to pay you when disabled as well as to receive 
your money when you are well. Write us today. 


PLANS AVAILABLE 


* Dismemberment COST UNTIL AGE 35 COST FOR AGES 35 to 70 
Accidental Loss of Sight, Speech Accident and Annual Semi-Annucl Annual Semi-Annual 


Plan Death Coverage or Hearing Sickness Benefits. Premium Premium P P 
] $5,000 5,000 to 10,000 50.00 Weekly, 67.50 34.25 90.00 45.50 


2 5,000 7,500 to 15,000 75.00 Weakly 98.25 49.65 131.00 66.00 
3 5,000 10,000 to 20,000 100.00 Weekly 129.00 65.00 172.00 86.50 
($433.00 per month) 

* Amount poyable depends upon the nature of the loss as set forth in the policy. 


Members under age 60 and in good health may apply for $10.00 
per day extra for hospitalization at premium of only $20.00 annually, or 
$10.00 semi-annually. Pays up to 90 days for each sickness or injury. 


We are proud of our 18 years of service to the North Carolina 
Medical Society. During this period we have paid fully and promptly 
claims to disabled members totaling nearly $1,000,000.00. 


| am as close to you as your telephone. Please call me collect, day 
(5-5341) or night (7-3157), concerning any questions on which | may be 
helpful. 
FOR APPLICATION, OR FURTHER INFORMATION. WRITE TODAY 
TO 


J. L. CRUMPTON, State Mgr. 
Professional Group Disability Division 
Post Office Box 147 Durham, N. C. 
— Representing — 
COMMERCIAL INSURANCE COMPANY OF NEWARK, NEW JERSEY 
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of the Medical Society of the State of North 
Carolina. It also suggested a scientific ex- 
hibit at the State Meeting, if possible. The 
committee also approved the distribution 
of a check-list form of questionnaire to be 
sent to all members of the Society to gather 
more information about credit bureau ex- 
perience and ideas and wishes of the mem- 
bers of the Society. 
Replies to Questionnaire 

This questionnaire was sent to all mem- 
bers of the State Society on November 1, 
1957. Six hundred twenty-one replies have 
been received, but some of the forms were 
only partially filled out. The first question 
was “Have you used a Medical Credit 
Bureau in collecting your past due ac- 
counts?” Three hundred seventy-nine re- 
plied “Yes” and 232 replied “No.” The 
second question was “Are you presently 
using such a service?” Two hundred sixty- 
six replied “Yes” and 331 replied ‘“No.” 
The third question was “Have the results 
of such services been satisfactory or un- 
satisfactory?” One hundred sixty-five re- 
plied “Satisfactory” and 210 replied “Un- 
satisfactory.” The fourth question was 
“Would you be interested in obtaining the 
services of a sound medical credit bureau 
if satisfactory arrangements could be 
worked out for such a services?” Three 
hundred seventy-nine replied “Yes” and 
162 replied “No.” 

The fifth question was “What would be 
your idea of a satisfactory arrangement 
with a medical credit bureau to collect your 
old (static for four months or more) ac- 
counts for a fee or percentage for collection 
service?” Nineteen recommended collection 
on a fee basis, 143 suggested a sliding scale 
percentage, 9 suggested 10 per cent, 66 
suggested 20 to 25 per cent, 4 suggested 
30 per cent, 46 suggested 331/3 per cent, 
6 suggested 40 per cent. The sixth question 
was “Do you think that a medical credit 
bureau would operate more effectively on 
a state, or county, or local level, or indi- 
vidually between bureau and physicians?” 
The following preferences were tabulated: 


State 102 
County 115 
Local 110 
Individually 136 
Unknown 5 


‘The seventh question was “Do you have 
suggestions or comments to aid in the 
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study of the problem of the Medical Credit 
Bureaus?” These replies were, in many in- 
stances, quite illuminating. Five advised a 
review of collection letters to prevent harsh- 
ness, Forty-two suggested the use of necces- 
sary special collection techniques as op- 
posed to commercial accounts. Five sug- 
gested that credit bureaus should approach 
debtors personally. Six advised more co- 
operation from merchants. Six expressed 
regrets that if a debtor owes only one phy- 
sician, he can still obtain credit. Three cited 
the need for “cross-listings’ to prevent 
“shopping” from physician to physician. 
Eleven pointed out the need for a “black- 
list” of bad accounts. Five suggested a time 
limit on delinquent accounts. Two bemoan- 
ed the fact that there was little or no fol- 
low-up from credit bureaus. Thirty-seven 
stated that more credit information should 
be released to physicians. Sixteen expressed 
hope that more “teeth” could be put into 
collection laws. Two wrote that rural ac- 
counts are not delinquent until crops are 
sold. Seven hoped that a credit and collection 
system could be underwritten by the State 
Society. Three described the need for state- 
wide cooperation among retail credit asso- 
ciations. Six advised that no plan would 
work unless all physicians participated and 
cooperated. Two said that we need a central 
billing agency. Eight said they vigorously 
disapproved of collecting agents. Five said 
agents would be bad for public relations. 
Five said they preferred a credit bureau 
more for credit rating than for collecting. 
One stated that he preferred the use of a 
credit bureau more as a means of reporting 
and personally labeling a delinquent as a 
poor risk, in order that he might be en- 
abled to insist upon a cash basis for any 
subsequent elective professional service. 

It was hoped that more than three thou- 
sand opinions could be reviewed, but 621 
replies gave a fair sample. Such diversity 
of opinion is evidence that more study on 
this subject is needed. It is hoped that this 
report will stimulate more letters to our 
committee, giving us more of the exper- 
ience and opinions of the membership of 
the State Society to add to this preliminary 
report. 

Medical Economics has heard about our 
studies and surveys and has written for 
permission to review them. It would 
probably be advantageous to avail our- 
selves of this opportunity. 
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Sincere thanks are due Past-Presidents 
Rousseau and Koonce, and _ President 
Schoenheit, Secretary Barnes, Public Rela- 
tions Chief Hilliard, our committee mem- 
bers, the representatives of friendly, re- 
liable credit bureaus, the executive secre- 
taries of the state, district and territorial 
societies for their helpful cooperation in 
this study, and the physicians in North 
Carolina who participated in our surveys. 


Advantages and Disadvantages 
of Credit Bureaus 


It might be added that there are some 
obvious advantages and disadvantages in 
the use of credit bureaus by physicians. 
Some advantages are as follows: 


1. The physician can be relieved of the 
burden of an account after exhausting per- 
sonal collection efforts have failed. 

2. Charged-off or neglected accounts 
rarely produce collections, while the col- 
lection agency might get some results. 

3. In the case of a substantial number of 
debtors, doctors are reminded that the 
practice of medicine involves a_ business 
feature. 

4. A credit bureau puts subsequent deal- 
ings with delinquent patients on a sounder 
basis. 

5. It rids the physician’s office staff of the 
responsibility of dealing with delinquents. 

6. It rids the physician of some unde- 


sirable patients who become offended by 
reminders of their delinquency. 

Some disadvantages are as follows: 

1. To some degree it exposes physician- 
patient affairs to semi-public perusal, 
which is distasteful. 

2. It might suggest mercenary practices 
and commercialism, and thereby lessen the 
intangible dignity and prestige of the pro- 
fession. 

3. It might offend debtors who have been 
inadvertently negligent of their obligation. 

4. In the matter of bookkeeping, unless 
the physician is unusually alert, he might, 
by harsh collection methods, lose a close 
personal friend or wreak a hardship on 
some worthy but hard-pressed person who 
has inadvertently neglected to show the 
courtesy of a reply to letters of warning 
from a physician on the verge of turning 
over the account to a collection agency. 
Since addresses are frequently lost or 
changed, someone might become involved 
with a credit bureau who does not belong 
there, since he never received the bill in 
the first place. 

5. It might be the subject for the new 
argument about whether the practice of 
medicine should have features of big busi- 
ness, unionism, dollars and cents basis, or 
whether or not it should be a guild, or 
whether it is strictly and purely a mini- 
sterial service in which financial gains are 
purely incidental and secondary. 


The interrogation of patients who had recovered from cardiac in- 
farction and had left hospital for periods of one to three years uncov- 
ered a number of facts which suggest means by which such patients 
should be reinstated more effectively than now to their customary mode 
of life and livelihood. The faulty management included a failure to talk 
to the patient during and subsequent to the illness, failure to talk to the 
marital partner, failure to establish a close liaison between the hospital 
and the family doctor, failure to resettle the patient in his customary 
work, failure to instruct the patient on the proper use of glyceryl] trini- 
trate, and failure to extend to an intimidated patient the encouragement 
and reassurance due to him. Too often the illness has been unnecessarily 
prolonged. The patient has regarded it as continuing, and the doctor has 
failed to say it has ended. There are faults on both sides, but the doctor 
is most blameworthy.—Evans, W.: Faults in the Diagnosis and Manage- 
ment of Cardiac Pain, Brit. M.J. 1:252 (Jan. 31) 1959. 
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General Anesthesia in Obstetrics 
C. RONALD STEPHEN, M.D. 


DURHAM 


From the anesthesiologist’s viewpoint, 
general anesthesia for the obstetric patient 
is a two-horned dilemma. Narcotic and 
anesthetic drugs for the most part are de- 
pressants, and are necessary to a variable 
degree if the mother is to be free from pain. 
Yet these depressant effects are trans- 
ferred to the fetus, a result we wish to 
avoid. So from the purely pharmacologic 
viewpoint there is so far an_ insoluble 
problem: how to free the mother from pain 
and yet invariably have a healthy, kicking, 
crying baby. 

And yet is this our biggest problem in 
general anesthesia for obstetrics? I don’t 
know. There are three other important fac- 
tors which must be considered. These are 
(1) the physiologic behavior of the mother 
in response to general anesthesia; (2) 
communication—individualization; (3) per- 
sonnel. 

Physiologic Behavior 

The greatest causes of anesthetic morbid- 
ity and mortality today are hypoxia, often 
associated with hypercarbia, and anesthetic 
overdosage. It is generally agreed that ex- 
cept for unusual circumstances such as ver- 
sion and extraction, deep anesthesia is not 
necessary, required, or desired for obste- 
tric work. Therefore this complication 
should occur rarely. 

Hypoxia, however, is a different situa- 
tion. This factor clouds the horizon in 
every obstetric delivery under general 
anesthesia. It may be respiratory or hema- 
tologic in origin, and it may arise from the 
following: 

1. Narcotics administered in the first 

stage 

2. Pre-existing or developing anemia in 

the patient 

3. Administration of less than 25 per 

cent oxygen in inhaled mixture—for 
example, nitrous oxide, open drop 
ether 

4. Depression of respiration by anesthe- 

tic drugs 

Read before the Section on Anesthesia, Medical Society of 
the State of North Carolina, Asheville, May 7, 1958. 


From the Department of Anesthesia, Duke University 
School of Medicine, Durham, North Carolina. 


5. Regurgitation and aspiration leading 
to laryngospasm and/or broncho- 
spasm (an incidence of 14 per cent in 
all well prepared and administered 
anesthetics; 25 per cent in poor induc- 
tions). How much higher in patients 
with full stomachs is not known. 

6. Obstruction from soft tissues in upper 
respiratory tract 

7. Laryngospasm due to drugs or re- 
flexes. 


All these conditions or any one of them 
can lead to subtle development of hypoxia 
not necesarily associated at first with cy- 
anosis. Physiologic alterations do not need 
to be sudden in onset. Hypoxia and hyper- 
carbia can precipitate arrhythmias or lead 
to a stoppage of the heart. 


Communication—Individualization 


In this age of specialization, communica- 
tion is a problem, not only between the dis- 
ciplines in medical science, but also be- 
tween the various basic disciplines. We 
need more roaming scientific ambassadors 
to show how advances in one discipline 
may help and aid another discipline. 

In the relatively small world of obste- 
trics and obstetric delivery, we need 
more communication between the obstetri- 
cian and the anesthetist about what each 
plans to do for the patient and about what 
may happen to the patient during the de- 
livery. 

Both sides are at fault in this problem. 
The necesssity for communication is based 
upon a need to individualize care for each 
patient. One cannot compare obstetric anes- 
thesia or deliveries to a production line 
making baby-carriages or nipples or dia- 
pers. Proper care of the mother depends on 
individualization in each case. 

How does the anesthetist fall down? 

1. By a basic lack of interest in obstetric 

problems. 

2. By rushing to the delivery room at the 
last minute and slapping a mask on 
the face. 

3. Too often by making a routine of 
anesthesia. 

How does the obstetrician fall down? 
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. By failing to take the anesthetist into 
his confidence regarding obstetric 
problems in general. 

. By failing to brief the anesthetist on 
arrival in the delivery room about 
what is going on. Too often the word 
is, “Hurry up and put her down.” 

. By failing to realize some of the phy- 
siologic variables associated with 
anesthesia. 


This problem is soluble. It requires in- 
terest, work, and understanding by both 
parties involved. It can lead to better ma- 
ternal and fetal care. 


Personnel 


The problem of personnel is almost en- 
tirely one belonging to anesthesia. We just 
don’t have sufficient numbers of well quali- 
fied people to uphold and maintain proper 
physiologic control of the mother during 
general anesthesia. Sometimes it is amaz- 
ing to me that we get into as little trouble 
as we do. Certainly any anesthetic is only 
as good as the training and qualifications 
of the administrator. 

As stopgaps, certain types of routine 
anesthetic administration have had to be 
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adopted in certain centers. This situation 
is not desirable, but sometimes a technician 
can develop a certain proficiency in a cer- 
tain technique. We must not be content 
with stopgaps, however. We must strive 
continually for the type of personnel with 
whom there can be mutual exchange of val- 
uable information for the benefit of mother 
and child. 
Summary 


What then do I think of general anes- 
thesia in the obstetric patient? 
1. It presents a difficult problem, at best. 
2. It should be individualized to the pa- 
tient on the basis of prior information 
and communication. 

. It should be avoided, if at all possible, 
in the patient suspected of having a 
full stomach. 

. It should be minimal anesthesia, with 
due respect at all times to maintain- 
ing good ventilation and “physiologic 
balance” in the patient. Preferably it 
should be supplemented with pudendal 
block. 

. It will be only as good as the training 
and qualifications of the administra- 
tor. 


Willows — Rheumatism — Aspirin 


ALFRED MORDECAI, M.D. 


WINSTON-SALEM 


At the turn of this century Betsy Holmes 
was a familiar character about the Old City 
Market in Raleigh, North Carolina. Ex- 
slave and relic of the Old South, “Aunt” 
Betsy passed her later years worshipping 
the Lord and vending “calamus roots,” 
along with other crude materials which en- 
joyed some popularity among the lower 
classes as useful herbs for home remedies. 
Willow bark in small bundles was always 
among her wares. From this bark could be 
made a “good spring tonic,” “a medical tea 
for rheumatism,” draught sick- 
headache,” “a gargle for sore throat,” and 
even a “lotion for bathing old leg ulcers,” 
so she said. 


Altogether, there are nearly 300 species 
of willows in the world. About 70 species 
are native to this country. 

All willows belong to the genus Saliz; 
family, Salicaceae. The best known species 
are Salix nigra (black willow); Salix alba 
(white willow); Salix viminalis (the 
American green willow); and of course 
Salix discolor, the shrubby “pussy willow,” 
so famous for its large, fuzzy staminate 
catkins. All species contain tannic acid and 
a bitter substance known as salicin, hence 
the one-time interest of chemists and phy- 
sicians. 

But large willows have enjoyed a great 
field of usefulness in general. The light dur- 
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Fig. 1. “I hope to meet my Pilot face to 
face...” Aunt Betsy Holmes, Raleigh, North Car- 
olina, 1900. (Courtesy of Mrs. Jacques Busbee, 
Jugtown Pottery, the former Miss Julia Royster, 
Raleigh.) 


able wood was at one time a source of good 
building material. It was also popular for 
the manufacture of handles for farm tools, 
baseball bats and many other articles in 
which light weight combined with strength 
were important factors. Thus it was the 
material of choice for wooden legs, and 
the like. The wood was also prized for the 
manufacture of high-grade charcoal. The 
pulp was in much demand for the manu- 
facture of a high-grade tissue paper. The 
twigs of some species were extensively used 
for making baskets, wicker-work furniture, 
and sometimes as protective casings for 
large jugs and bottles. The young growth 
of some species was much employed for 
rustic furniture for the porch and yard. 


Because of the tannic acid content, the 
coarse bark of the large willows was once 
used rather abundantly, along with that of 
the oaks, for tanning hides, The twigs of 
both Salix alba and Scalix nigra are cov- 
ered by a thin, greenish bark, which can be 
easily skinned off in the springtime and 
early summer. When stripped off, this plia- 
ble bark tends to roll up in the process of 
drying, resembling cinnamon sticks or 
quills. When soaked in water it yields a 
reddish-brown decoction which is quite bit- 
ter; hence the “tonic,’”’ which was believed 
to “improve the appetite and aid digestion.” 
By virtue of its salicin, it was no doubt a 
mild anodyne, if taken in sufficient dosage, 
and strong infusions very likely contained 
enough tannic acid to serve as a mild as- 
tringent, hence the gargle and the bathing 
lotion for chronic ulcers. 
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After the discovery of the Western Hem- 
isphere, Jesuit priests and Spanish ex- 
plorers found that the Indians of Peru pos- 
sessed a very effective remedy for malarial 
fever. This remedy consisted of a decoction 
made from the bark of a tree indigenous to 
that region. Specimens of this “Peruvian 
bark” were sent to Europe for further 
medical investigation. The efficacy of this 
strange medicine was soon confirmed, and 
the Countess of Cinchon became very much 
interested in introducing it in European 
countries. Botanists were sent to Peru, 
where the trees were identified and named 


Wisfow leaf. 


Fig. 2. Salix alba (weeping willow). Tiny cat- 
kins and leaves appear in late February and early 
March. The tree is in full leaf by March 15 (N.C.). 
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Cinchona. Quinine was later found to be 
the active principle. 


The success of this remedy stimulated 
European chemists, particularly those of 
Germany, to investigate the bark of many 
kinds of trees and shrubs. Their investiga- 
tion led to the discovery of salicylic acid, 
which was present in the bark of a certain 
shrub (Spiraea ulmaria). Salicylic acid 
proved to be a preservative as well as hav- 
ing some definite medical values. Later on 
one of the chemists recovered a_ bitter 
white glucocide from the bark of poplars 
and willows, particularly the genus Salix 
(willows). He called this substance salicin. 
As salicin seemed at the time to have no 
particular virtues, it was relegated to the 
laboratory shelves and temporarily forgot- 
ten. However, in the year 1870, or there- 
about, a British physician, Dr. T. G. Mac- 
Lagan", began to realize that alkalis pur- 
gatives, and the “letting of blood,” then ac- 
cepted as the proper treatment of rheuma- 
tism, was not only disappointing, but ab- 
solutely worthless. It occurred to him that 
acute rheumatic fever and malaria had 
some aspects in common. Neither of these 
diseases was highly contagious like measles, 
smallpox, or other well known communica- 
ble infections. Both malaria and acute 
rheumatic fever were known to run a stub- 
born course with intermittent and recur- 
rent febrile episodes, and both diseases 
were prone to occur in damp, low-lying re- 
gions. He recalled that it had not been very 
long since physicians and other men of 
science had talked and written much con- 
cerning “marsh poison” and “deleterius 
miasmatic effluviences,” which were sup- 
posed to emanate from damp _ locations 
where there was considerable decomposi- 
tion of vegetable matter. In the case of 
malaria, which was so prevalent in the wet 
tropical regions, “God had provided a cure 
which was hidden in the bark of certain 
trees growing abundantly in the same re- 
gion (Peruvian bark).” But, while quinine 
was specific in the case of malaria, it was 
of no benefit to patients suffering with 
rheumatic fever. Dr. MacLagan, however, 
reasoned that further search might lead to 
the discovery of some tree growing along 
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the streams of Europe that would yield an 
effective remedy. He then learned of salicin. 


Here was a bitter powder somewhat re- 
sembling quinine in taste and appearance. 
It was obtained from the bark of willow 
trees which were known to thrive in low- 
lying places and along the banks of streams 
in temperate zones. Therefore,  salicin 
seemed to deserve a trial. With some diffi- 
culty, Dr. MacLagan obtained a supply of 
this drug and, to his great satisfaction, 
found that it was of definite value in the 
treatment of acute rheumatic fever. In 
1876 he published his observations and 
conclusion in the British Medical Journal, 
and his claims for salicin were soon con- 
firmed. Willow bark then attracted the at- 
tention of chemists and physicians through- 
out Europe and the world. Some research 
worker advanced the opinion that salicin 
was probably changed in the human body 
to salicylic acid. This hypothesis resulted 
in further research, which led to the dis- 
covery of about 40 different compounds, in 
cluding sodium salicylate and finally acetyl- 
salicylic acid (aspirin)—one of our most 
useful drugs at the present time. 

It is of no less interest to know that, as 
early as 1861, Dr. Frederick Ensor (also 
British), while serving as a District Medic- 
al Officer at Hopetown, Africa, learned that 
the Dutch Boers in the regions of the 
Orange River, where acute rheumatic 
fever was quite common, had learned to 
treat the disease with “willow-bark tea’, a 
remedy which had been passed on to them 
by the native MHottentots (Negritoes). 
These jungle dwellers had used the decoc- 
tion as a specific for acute rheumatic fever 
since time forgotten. Dr Ensor observed 
that this African remedy was actually su- 
perior to the European therapy then taught 
and practiced, but he failed to publish this 
interesting observation. 


Until very recently sodium salicylate and 
aspirin were the drugs of choice in the 
treatment of acute rheumatic fever 
throughout the civilized world. 


Reference 


1. Rheumatism; Its Nature, Its Pathology and Its Successful 
Treatment—Maclagan, T. J., Published in London, Eng., 
1881. Republished by W. Wood and Co., New York 1886. 
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The Medical Spectator 


ON DISORDERS OF PEN AND PAPER 


The English language is a marvelously 
supple tool, responsive to artisan as well 
as to artist, sometimes more expressive 
after having been inelegantly butchered, 
usually at its worst in the mouths of peda- 
gogues and salesmen, and certainly a 
rugged system of symbol] to withstand the 
maulings of all of us. For those of us early 
enchanted by our language the names Ro- 
get and Fowler conjure up nostalgic de- 
lights: Roget’s Thesaurus, which we bought 
on impulse because of its overpowering 
lists of synonyms and which still has not 
fulfilled its secret promise of those days, 
and Fowler’s Modern English Usage for its 
precise stripping of pretense from ill- 
chosen phrases and overblown words. One 
of Fowler’s attractions is the inclusion of 
illustrative pompous phrases, to be dis- 
sected in a few brisk strokes. Before and 
since we have delighted in catching the 
teacher “out” while The New Yorker has 
made the typographical error and the ver- 
bose message an institution of little learn- 
ing—because Fowler prepared the way. 


At the risk of being hoisted on my own 
petard (a phrase which Fowler would 
classify as hackneyed and lacerate accord- 
ingly), I must add a few contributions— 
first made by others. Last week for example 
a record catalogue from a New York dis- 
count house listed a special group of re- 
cords as “the ultimate in perfection at 
tremendous savings.” The man who first 
discovered “the most unique” must have 
been ecstatic when he leafed through the 
catalogue. Medical journals are not lag- 
gards either; this column has reviewed 
several cases in the past and added a few 
of its own. The latest is from the worst of- 
fender among the more respectable nation- 
ally circulated specialty journals and ap- 
propriately is an explanation of how to 
make comments about book reviews and 
how to send them to the chief reviewer. 
Comments may be sent to the chief re- 
viewer directly or to the editor-in-chief for 
“transmissal to him.” “Transmissal’’ is 
not a word in good standing in any other 
periodical and hence must be classified as 


THE MEDICAL SPECTATOR 


235 


a recurring neologism. Since a missal is a 
book containing what is said at Mass on 
each and every day of the year, a most 
akward means of getting word to the re- 
viewer has been devised. 


The old grad is sometimes capable of per- 
petuating some moving sentiments of the 
same caliber and must be considered as 
dangerous as the medical writer. When 
the old grad is a lawyer as well, his letters 
to “Dear Fellow Alumnus” become docu- 
ments. The retiring presidents of one of my 
alumni associations, in his letter of thanks 
for our fiscal, verbal and unexpressed 
loyalty during the past year, had four sug- 
gestions for us, all with a view of enhanc- 
ing the name and fame of the old school. 
One, of course, was to improve the athletic 
program by giving more money to buy 
more football players to provide more 
spectator sports for more people who 
should be participating themselves. This 
notion of combatting atherosclerosis is 
not original with this attorney, but his 
funereal plea must be. “Fourth, remember X 
College in your will. Surely, each of us 
wants some part of his estate to go to our 
Alma Mater. When Death’s cold hand 
knocks me down, my Will will testify I 
loved X College.” But not the English 
language! 


Yet there is hope. A recent study* re- 
ports that less than 2 per cent of all paper 
production goes to books—and that current 
books have a half-life which is less than 
that of books published two or three hun- 
dred years ago. We need not then be con- 
cerned about the survival of Taylor Cald- 
well’s novels, of Westbrook Pegler’s col- 
umns, of Senator Morse’s speeches, or of 
those medical reports compounded of en- 
thusiasm and _ coincidence. Interestingly 
this decrease in the longevity of modern 
paper is attributable to its decreased pH, 
a sort of literary acidosis. Part of the 
hastening of the process of destruction is 
due to changes in raw material used and in 
manufacturing methods, while yet another 
contribution is that, though modern writ- 
ing isn’t, modern inks are more acidic than 
their ancestors. 


*w. J. Barrow, and R. C. Sproull: Permanence in Book 
Papers, Science 129:1075, 1959. 
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THE MEDICAL EDUCATION 
SITUATION 


A recent issue of the Congressional Re- 
cord contained an exchange of letters be- 
tween Representative Clark W. Thompson 
of Texas and Dr. F. J. L. Blasingame, 
executive vice president of the American 
Medical Association. These letters should 
be of particular interest to members of the 
medical profession, since they summarize 
questions that are in the minds of a great 
nd non-medical and a few medical peo- 
ple. 


Dr. Thompson began his letter by saying 
that he was concerned about attacks on the 
medical profession by “several areas of the 
press.” He then asked seven questions, 
which Dr. Blasingame answered fairly and 
fully. The first question was “Has the num- 
ber of physicians graduated from approved 
medical schools kept pace with the growth 
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of the nation’s population?” The reply was 
that from 1920 to 1958 the percentage of 
increase in medical graduates was 125 per 
cent compared with a 64 per cent increase 
in population. While in the past 20 years 
the percentage figures are almost even, the 
future looks bright because of the in- 
creased number of students enrolling in 
medical schools. 


The second question was whether medic- 
al schools seek to restrict the number of 
students. The answer was that some selec- 
tion has to be practiced in order to insure 
students capable of mastering a medical 
education. 


The third question was “What is the 
ratio between applicants to medical school 
and those accepted?” The answer was that 
the ratio has for five years been almost 
exactly 2 to 1 (15,791 applicants for first- 
year medical school to 8,030 places avail- 
able in 1958). Since each student applies 
on an average to four medical schools, the 
number of applications greatly exceeds the 
number of applicants. 


The fourth question was whether only 
students with an A college academic record 
are accepted into medical schools. “That 
has never been true. About one-sixth of the 
entering medical students for the whole 
country have A college records; about two- 
thirds have B records and about one-sixth 
have C records.” 

The fifth question: “Is the number of 
medical schools increasing in the United 
States?” The answer was that in 1944 there 
were 69 four-year schools and 8 two-year 
schools; in 1958, 81 four-year schools and 
4 two-year schools. Two other four-year 
schools are under development. 

Sixth: “Has the American Medical Asso- 
ciation anything to do with the number of 
enrollments in medical schools?” The an- 
swer: Enrollments are strictly determined 
by each individual medical school. Neither 
the universities nor their medical schools 
would permit an intrusion into their aca- 
demic freedom by a national professional 
association. 

“Your final question asked whether I 
think it is necessary for Federal funds to 
be provided for medical schools. The medic- 
al profession welcomes one-time Federal 
grants for medical school construction and 
renovation as well as Federal grants for 
basic research. The profession has been 
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opposed to continuing Federal aid for 
operating expenses because of the poten- 
tialities therein for Federal control. 

“T should like to point out that the Na- 
tional Fund for Medical Education, which 
raises funds from industrial sources, and 
the American Medical Education Founda- 
tion, which raises funds from the medical 
profession, have made grants in excess of 
$10 million to medical education over the 
past 8 years.” 

It is gratifying to know that the honor- 
able Mr. Thompson is such a good friend 
of Dr. Blasingame and of the whole medic- 
al profession, and has done so much to 
clear up much misunderstanding about 
medical education. 


* 


TELLING PATIENTS 
THEY HAVE CANCER 


An article in a recent issue of the British> 


Medical Journal”) throws much light on 
the question of whether or not to tell a 
patient he has cancer. Two hundred thirty 
one patients coming to the Christie Hos- 
pital and Holt Radium Institute with prov- 
able types of cancer were told what they 
had. Within the next month they were seen 
in a follow-up interview and their reac- 
tions recorded. Two thirds of the patients 
approved having been told the nature of 
their disease. Only 17—7 per cent—ex- 
pressed disapproval. All of these were wo- 
men. Another 17—9 men and 8 women— 
gave inconclusive replies. Forty-four de- 
nied having been told that they had cancer, 
although the consultant had no doubt of 
having told them the truth. 

Forty-one patients were seen in a follow- 
up study from 12 to 30 months after the 
first interview. Of these, 3 of 32 who had 
first approved now disapproved; 2 of 5 who 
disapproved now approved. One of those 
who had denied having been told the truth 
now admitted that she had been, but had 
wanted to forget it. 

The family doctors of 35 referred pa- 
tients all reported no unfavorable effects, 
and all approved the policy of telling such 
patients their diagnosis. 

There is much to be said in favor of tell- 
ing cancer patients what they have, tem- 
pering the news with ali possible encour- 
agement. It is to be hoped that many peo- 
ple will hear of enough cured patients to 
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make them know that cancer is often cur- 
able. The public has a really unjustified 
fear of the word, and much of this fear 
might be dispelled by giving the cured 
cases a small portion of the publicity given 
such patients as Mr. Dulles. 

In conclusion, the authors quote with 
approval from a television address by Dr. 
V. R. Khanolkar: 

..-my colleagues and I were surprised that 
when the disease is more or less curable the 
patient has co-operated much more willingly 
when we have told him what the disease is, 
that something can be done for it, and that there 
is every hope of it being cured. ...That is be- 
cause I believe there is a very large fund of 
courage and resolution in human minds which 
we have not accounted for in the past. 


Reference 
1. Aitken-Swan, L, and Easson, E. C.: Reactions of Can- 
cer Patients on Being Told Their Diagnosis, Brit. M. J. 
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NATIONAL HEALTH ORGANIZATIONS 


The Memphis Medical Journal for May, 
1949, has a message from Dr. Ralph O. 
Rychener, president of the Memphis and 
Shelby County Medical Society, which will 
strike a responsive chord in many breasts. 
Dr. Rychener raises the question as to 
whether or not the large sums raised by 
many national health foundations are pro- 
perly expended. Another question is whe- 
ther the administrative expense is in pro- 
portion to the financial goals of the organ- 
ization. 

Dr. Rychener has sought and obtained 
the approval of the Memphis and Shelby 
County Medical Society to appoint a Na- 
tional Medical Foundations Committee, 
“whose duty it shall be to investigate the 
annual reports of all voluntary health or- 
ganizations who seek money in Memphis 
and Shelby County; to determine, if possi- 
ble, whether administrative expenses are 
in correct proportion to the aims of the or- 
ganization; whether the campaign is a du- 
plicate of a prior legitimate agency, local 
or national; and whether the funds are be- 
ing expended for the purposes for which 
they were raised.” 

No doubt many doctors will follow with 
interest the work of this committee. It may 
well be that the conclusions reached by it 
will have a far wider influence than was 
originally expected. 
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VAGARIES OF THE 
ENGLISH LANGUAGE 


The Medical Spectator’s discussion in 
this issue of some pitfalls in the use of the 
English language is a reminder of four ex- 
amples seen recently. 

A two-column headline in the Winston- 
Salem Journal, over an account of a man 
who had used a rifle to commit suicide, read 
thus: 


ARRANGEMENTS PENDING 
FOR SHOOTING VICTIM 


Here the writer did not have the usual ex- 
cuse of conforming to space limits, since it 
would have been quite easy to make it read 


ARRANGEMENTS PENDING 
FOR VICTIM OF SUICIDE 


The second example was the heading of 
a news release from the Joint Council on 
Aging: “Expect 500 at Aged Conference in 
Washington.” Since the meeting was en- 
titled “The first national conference,” it 
seems rather inconsistent to describe it as 
“ag ” 

The third lapse of pen was found in a 
manuscript that found its way to this edi- 
torial desk: “Psychology does not pretend 
to do anything but to help a person to be- 
come adjusted to themself, and their con- 
ditions of life.” 

The fourth mutilation of the language— 
making a noun serve as a verb—was found 
in, of all periodicals, The Saturday Review 
for February 14. A review of Jim Fisk’s 
biography by W. A. Swanberg was adorned 
by a picture of a _ voluptuous-looking 
woman. She was identified by the caption: 
“Josie Manfield... While mistressing Fisk, 
she was befriending his dapper murderer.” 

Truly, the English language is a tricky 
tool. 

* 


DR. JULIAN MOORE HONORED 


No doubt many important items were 
omitted from the editorial report of the 
last annual session of our State Medical 
Society. One of the most important of these 
omissions was failure to say that Dr. Julian 
Moore of Asheville was selected as North 
Carolina’s candidate for the 1958 Physi- 
cian’s Award of President Eisenhower’s 
Committee on Employment of the Physical- 
ly Handicapped. The citation was pre- 
sented to Dr. Moore at the First General 
Session. While this came as a complete 
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surprise to him, it was not a surprise to 
those who know the splendid work he has 
done in the field of rehabilitation. 


This JOURNAL offers its profound apolo- 
gies for having failed to include this in the 
report of the meeting last month—and also 
extends its heartiest congratulations on be- 
half of North Carolina doctors to Dr. 
Julian Moore for this well deserved recog- 
nition. 


* * 


BULLETIN BOARD NEWS NOTES 


One action taken by the House of Dele- 
gates concerns this JOURNAL. At the meet- 
ing of the Executive Council it was stated 
that the news notes from our three medical 
schools were unnecessarily detailed; that 
the cost of publishing them in full did not 
justify using so much out-of-date material, 
and that the editor should be instructed to 
eliminate as much of the material submit- 
ted as was deemed not important enough to 
publish. This recommendation of the Exe- 
cutive Council was approved by the House 
of Delegates. If, therefore, those sending 
news notes from the medical schools feel 
that their contributions have been operated 
upon ruthlessly, they can blame the House 
of Delegates and not the editorial office of 
the Journal. 


* 


A NEW ADVERTISING PLAN 


The majority of doctors have learned to 
use their waste baskets for filing unopened 
most of the advertising material that comes 
to them—especially second class mail. Now 
many advertising letters come first class. 
Most of them, however, can be recognized 
by the doctor or his secretary and are dis- 
carded unopened. 


One advertising salesman has adopted 
a novel plan for catching the doctor’s atten- 
tion. Since a handwritten letter is almost 
always personal, this man addressed num- 
erous envelopes by hand, with a mimeo- 
graphed handwritten letter inside, headed 
by the doctor’s own name—for example, 
“Dear Doctor Smith:” - 


The one who took such pains to gain at- 
tention—Mr. Thomas R. Rand of Raleigh— 
really deserves honorable mention for his 


ingenuity. 
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COMING MEETINGS 


New Hanover County Medical Symposium— 
Wrightsville Beach, July 31. 

Duke University School of Medicine, Postgrad- 
uate Course in Medicine—Durham, August 10-14. 

Medical Seminar Cruise and Eleventh Scientific 
Assembly, sponsored by the North Carolina Acad- 
emy of Genera! Practice and the Medical Alumni 
Association of Wake Forest College (Bowman 
Gray School of Medicine)—to the Caribbean; sail- 
ing from Wilmington, North Carolina, November 
4, returning November 16. Literature available on 
request from the Allen Travel Agency, Inc., 565 
Fifth Avenue, New York 17. 

American Institute of Ultrasonics in Medicine, 
Annual Meeting—the Leamington Hotel, Minne- 
apolis, Minnesota, September 2. 

North American Federation, International Col- 
lege of Surgeons, Twenty-fourth Annual Congress 
—the Palmer House, Chicago, September 13-17. 

American Cancer Society, Annual _ Scientific 
Session (A Symposium on Early Diagnosis of 
Cancer)—Biltmore Hotel, New York, October 
26-27. (Program aproved by the American Acad- 
emy of General Practice for 12 hours of Credit, 
Category II.) 

American College of Surgeons, Forty-fifth An- 
nual Clinical Congress—Atlantic City, September 
28-October 2. 

International College of Surgeons, Mid-Atlantic 
Meeting—Homestead Hotel, Hot Springs, Virginia, 
November 16-18. 


NEW MEMBERS OF THE STATE SOCIETY 

The following new members joined the Medical 
Society of the State of North Carolina during the 
month of May, 1959: 

Dr. Albert Peter Cernugel, Box 305, Chadbourn, 
N. C.; Dr. Malcolm Fleishman, 2704 Fort Bragg 
Road, Fayetteville, N. C.; Dr. Robert Leary Reid, 
646 West Park Drive, Lincolnton, N. C.; Dr. 
Murphy Allen Cronland, 226 West Pine, Lincoln- 
ton, N. C. Dr. Patrick Henry Sasser, 208 West 
Ash Street, Goldsboro, N. C.; Dr. Cornelius Tra- 
wick McDonald, 1106 South Madison Ave., Golds- 
boro, N. C.; Dr. Simeon Huey Adams, 810 East 
Ash Street, Goldsboro, N. C.; Dr. Paul Clifford 
Bennett, Jr., 205 Simmons Street, Goldsboro, N. 
C.; Dr. Albert Joseph Diab, 509 Middle Street, 
New Bern, N. C.; Dr. David Ernest Bulluck, 142 
Barker Street, Lumberton, N. C.; Dr. Robert 
Arnold Hamrick, 1320 South Church Street, 
Rocky Mount, N. C. 


BOARD OF MEDICAL EXAMINERS 
The North Carolina Board of Medical Examiners 
will meet at the Mayview Manor, Blowing Rock, 
on Friday, July 24. At this time applicants for 
license by endorsement wil] be interviewed. 
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NEWs NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Dr. C. R. Hauser, Duke University chemistry pro- 
fessor, has launched research aimed at developing 
compounds which would destroy cancerous cells 
without injurying the patient. 

For the current year, the National Institutes of 
Health, U.S. Public Health Service, has awarded a 
$14,852 grant to support Professor Hauser’s re- 
search. 

* ok 

Medical research grants totaling $220,837 have 
been awarded recently to Duke University by the 
National Institutes of Health, research center of 
the U.S. Public Health Service. 

Four one-year grants were made to support new 
investigations by Duke Medical Center researchers, 
and 10 awards, also for one year, will support pro- 
jects that have been underway from one to seven 
years. 

* ok ok 

I. Thomas Reamer, chief pharmacist at the Duke 
University Medical Center, has been named this 
year’s recipient of the Harvey A. K. Whitney Lec- 
ture Award for his outstanding contributions to 
American hospital pharmacy. 

Formal presentation of the 1959 award to Ream- 
er will highlight a testimonial dinner scheduled for 
August 17 in Cincinnati, Ohio, in conjunction with 
annual meetings of the American Society of Hospi- 
tal Pharmacists and the American Pharmaceuti- 
cal Association. 

Two Duke University Medical School professors 
have been named assistant deans of the School, 
according to an announcement by Dean W. C. Davi- 
son. 

Dr. Joseph E. Markee, James B. Duke professor 
of anatomy and chairman of the Department of 
Anatomy, has been appointed assistant dean in 
charge of admissions. 

Dr. William M. Nicholson, professor of medicine, 
has been appointed assistant dean in charge of 
postgraduate education. The new appointments 
have been approved by the executive committee of 
the University’s Board of Trustees. 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF 
WAKE FOREST COLLEGE 


On Monday, June 1, the school graduated 47 men 
and women with the degrees of Doctor of Medicine. 
Three Master of Science degrees were also awarded. 

Of the total, 24 of the new physicians are resi- 
dents of North Carolina, Five others are from 
neighboring southern states. 

The commencement address was delivered by 
Dr. Francis P. Gaines, a former president of Wake 
Forest College and now president of Washington 
and Lee University. 


* 


- 
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Bowman Gray and N. C. Baptist Hospital were 
recently awarded a grant of $124,010 for pioneer 
research in prevention of kidney stones. 

* * * 

Dr. Harold D. Green, professor and chairman of 
the Department of Physiology and Pharmacology, 
has been awarded a silver medallion of honor by 
the N. C. Heart Association. Dr. Green is a past 
president of the state association. 

Dr. Frank R. Lock, professor and chairman of the 
Department of Obstetrics and Gynecology, was re- 
cently elected treasurer of the American Gynecol- 
ogical Society at the Society’s eighty-second an- 
nual session. 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


Faculty members and students of the Depart- 
ment of Bacteriology of the University of North 
Carolina School of Medicine delivered six papers at 
a meeting of the Society of American Bacteriol- 
ogists at St. Louis May 10-14. 

* * * 

Dr. Paul Klemperer of New York was the fourth 
Lee B. Jenkins Lecturer at the University of North 
Carolina School of Medicine May 13. Dr. Klemperer 
spoke on “One Hundred Years of Virchow’s Cellu- 
lar Pathology.” 

* * ok 

Dr. D. Wilfred Abse, professor of psychiatry, 
participated in a symposium on psychotherapy at 
Ohio State University in Columbus, Ohio, on May 
28 and 29. 

* * 

Twelve new members have been elected to the 
Alpha Omega Alpha, national medical honor so- 
ciety, at the University of North Carolina School 
of Medicine. 

Two of the new members are on the faculty of 
the School of Medicine, seven are fourth year med- 
ica] students and three are third year medical stu- 
dents. 

Elected as alumnus members were Dr. William 
J. Cromartie and Dr. Colin G. Thomas, Jr. 

The senior members are Bobby C. Brown, Greens- 
boro; Robert C. Brown, Statesville; David L. Hold- 
er, Lewisville; David L. Kelly, Jr., Chapel Hill; 
Kenneth B. Lewis, Burlington; Arthur S. Morris, 
Hot Springs; and Robert L. West of Dover. 

The junior students were E. Carwile LeRoy, Eliz- 
abeth City; William L. Black, Charlotte, and Gerald 
W. Fernald of Wilson. 

* * * 

The third annual Adam T. Thorp III Memorial 
Lecture was presented at the University of North 
Carolina School of Medicine on May 15. The speak- 
er was Dr. Thomas Hale Ham, professor of medi- 
cine, of the Western Reserve University, whose sub- 
ject was “A Clinical Investigator Looks at Medical 


Education.” 
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Dr. Charles H. Burnett, professor and head of the 
Department of Medicine, was elected a member of 
the American Academy of Arts and Sciences at 
the annual meeting of the Academy this month. 

* 

Exercises in honor of the graduating class of 
the University of North Carolina School of Medicine 
were held in Hill Hall on the UNC campus June 1. 


THE NORTH CAROLINA HEART ASSOCIATION 


Owing to a regrettable error, the list of officers 
of the North Carolina Heart Association published 
in these columns last month was for the preceding 
year. Following is an account of the 1959 meeting 
of the association, including the names of officers 
who will serve during the coming year. 

* 


The annual meeting of the North Carolina 
Heart Association in Raleigh May 21 saw Dr. 
Henry D. McIntosh of Duke installed as president 
of the state Heart group. Other new officers who 
will serve with him are Edwin B. Abbott of 
Raleigh, president-elect; Dr. C. Glenn Sawyer of 
Bowman Gray Medical School, vice president; 
Dr. Herbert O. Sieker of Duke, secretary; and 
William L. Ivey of Chapel Hill, treasurer. 

New members of the Association’s Board of 
Directors are Dr. John McCain of Wilson, Dr. 
James Lea of Burlington, Dr. Woodrow Batten of 
Smithfield, Dr. Douglas M. Glasgow of Charlotte, 
Dr. Lonnie Wagner of Gastonia, Dr. Ralph Mor- 
gan of Sylva, K. D. Running of Roanoke Rapids, 
Allen Wannamaker of Greensboro, W. A. Arm- 
field, Jr. of Winston-Salem, and Mrs. Lenox D. 
Baker of Durham. 

Other business conducted at the annual meet- 
ing included the presentation of silver medallions 
for distinguished service to Dr. Harold D. Green 
of Bowman Gray, Dr. Ralph S. Morgan of Sylva, 
and Doctors Eugene A. Snead, Jr., and Edward S. 
Orgain, both of Duke. 


NEW HANOVER COUNTY MEDICAL SYMPOSIUM 


The New Hanover County Medical Society Sym- 
posium will be held at Wrightsville Beach, Friday, 
July 31. The medical program will consist of five 
papers. Subjects and speakers are as follows: 

1. “Aspects of Appendicitis’—Mark Ravitch, 
M.D., Associate Professor of Surgery, Johns 
Hopkins; Chief of Surgery, Baltimore City 
Hospital 

. “Fetal Anoxia’—Harry Prytowsky, M.D., 
Professor and Chairman of Obstetrics and 
Gynecology, University of Florida College of 
Medicine 

. “Space Medicine’—Prominent Medical Officer 
of the United States Air Force 

. “Treatment of Diarrhea in Infancy’”—Charles 
Hendee Smith, M.D., formerly professor of 
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Pediatrics, New York University Hospital, 
Belview, New York 
5. To be announced. 


A luncheon and fashion show has been arranged 
for the ladies. There will also be an evening social 
hour, followed by dinner and entertainment. 


An important addition is the main door prize: 
a seven-hour deep-sea fishing trip for your party 
of six. 


SOUTHERN REGIONAL EDUCATION BOARD 


Three North Carolina mental health officials have 
been awarded in-service training grants by the 
Southern Regional Education Board under its pro- 
gram in mental health training and research. Six- 
teen SREB grants have been made to North Caro- 
lina mental health employees under this program. 

North Carolinians receiving the awards were Jack 
F. Biggerstaff, director of recreation, State Hospi- 
tal, Morgantown; Tal Fowler, supervisor of child 
care workers, State Hospital, Butner; and William 
J. Waters, director of training and education, Golds- 
boro Training School, Goldsboro. 

Applications for grants are still being accepted 
by SREB. There is no deadline, and applications are 
acted upon as they are received. Persons interested 
in the grants should write directly to the Southern 
Regional Educational Board, 130 Sixth Street, N.W., 
Atlanta 13, Georgia. 


ARTHRITIS AND RHEUMATISM FOUNDATION 


The Arthritis and Rheumatisim Foundation of- 
fers predoctoral, postdoctoral and senior investi- 
gatorship awards in the fundamental sciences re- 
lated to arthritis for work beginning July 1, 1960. 
Deadline for applications is October 31, 1959. 


These awards are intended as fellowships to ad- 
vance the training of young men and women of 
promise for an investigative or teaching career. 
They are not in the nature of a grant-in-aid in 
support of a research project. 


The program provides for three awards: 


(1) Predoctoral Fellowships are limited to students 
who hold a bachelor’s degree. Each applicant 
studying for an advanced degree must be ac- 
ceptable to the individual under whom the work 
will be done. These Fellowships are tenable for 
one year, with prospect of renewal. Stipends 
range from $1500 to $3000 per year, depending 
upon the family responsibilities of the Fellow. 


(2) Postdoctoral Fellowships are limited to appli- 
cants with the degree of Doctor of Medicine, 
Doctor of Philosophy — or their equivalent. 
These Fellowships are tenable for one year, 
with prospect of renewal. Stipends range from 
$4000 to $6000 per year, depending upon the 
family responsibilities of the Fellow. 
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(3) Senior Investigator Awards are made to can- 
didates holding or eligible for a “faculty rank” 
such as Instructor or Assistant Professor (or 
qeuivalent) and who are sponsored by their 
institution. Stipends are from $6,000 to $10,000 
per year and are tenable for five years. 


A sum of $500 will be paid to cover the’ labora- 
tory expenses of each postdoctoral fellow and senior 
investigator. An equal sum will be paid to either 
cover the tuition expenses or laboratory expenses of 
each predoctoral fellow. 


For further information and application forms, 
address the Medical Director, Arthritis and Rheu- 
matism Foundation, 10 Columbus Circle, New York 
19, New York. 


WORLD REHABILITATION FUND, INC. 


The creation of the Smith Kline & French Fel- 
lowship in Physical Medicine and Rehabilitation for 
a Mexican physician to undertake postgraduate 
training in the United States was announced simul- 
taneously recently in Mexico City and New York. 
The announcement in Mexico City was made jointly 
by the Ambassador of the United States to Mexico, 
the Hon. Robert C. Hill, and Mr. Romulo O’Farrill, 
President of the Mexican Rehabilitation Associa- 
tion. In New York, the announcement was made by 
Dr. Howard A. Rusk, President, World Rehabilita- 
tion Fund, Inc. 


Ambassador Hill announced that Dr. Leobardo 
Ruiz of Mexico City has been selected by the World 
Rehabilitation Fund as the Smith Kline & French 
Fellow. Dr. Ruiz will begin his three-year training 
program in the United States at the Institute of 
Physical Medicine and Rehabilitation, New York 
University-Bellevue Medical Center, on July 1. 

The World Rehabilitation Fund is a non-profit 
organization supported by American industry, 
foundations and individuals to assist in the in- 
ternational development of rehabilitation services 
for the physically handicapped. 

Currently there are 71 trainees (57 physicians 
and 14 non-physicians) from 35 different nations 
who receive long-term advanced training in the 
United States under the auspices of the Fund. Its 
Honorary Chairmen include former Presidents of 
the United States, Mr. Herbert Hoover and Mr. 
Harry S. Truman. Mr. Bernard M. Baruch, world 
famous financier and philanthropist, is also Honor- 
ary Chairman. 


VETERANS ADMINISTRATION 


The Veterans Administration can pay for ambu- 
lance service or other transportation of patients to 
its hospitals only when prior authorization has 
been given, VA said recently. 

In medical emergencies, the private physician who 
telephones a VA hospital to request emergency 
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admission of a veteran may secure the travel au- 
thorization from the hospital by telephone at the 
same time. He should tell the hospital whether 
it is for an illness or injury that has been rated 
service-connected, and if it is not, whether the 
veteran can afford to pay for travel to the hospital. 

Veterans admitted to VA hospitals for treatment 
of service-connected conditions are entitled to nec- 
essary travel to and from the hospital at Govern- 
ment expense, provided prior travel authorization 
is obtained from the hospital. 

Veterans admitted to VA hospitals for treatment 
of nonservice-connected conditions are entitled to 
this travel at Government expense only if they 
affirm under oath that they cannot afford to pay 
the cost of the travel and if prior travel authoriza- 
tion from the hospital has been obtained. 

* * 


Inclusion of an oral dental examination in the 
physical evaluation given patients on hospital] ad- 
mission is proving valuable for early diagnosis of 
cancer, the Veterans Administration said recently. 

Since the technique was adopted generally by 
VA hospitals about two and a half years ago, the 
hospitals have reported some 700 cases of malig- 
nancies of the mouth, tongue, and throat that might 
otherwise have been unidentified until too late 
for successful treatment. 

* 
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One of the greatest needs in the field of social 
work voluntary service in the United States is for 
expansion of follow-up services to disabled veterans 
after hospital discharge. This finding was contained 
in a report of a social work study group of the 
Veterans Administration Voluntary Service Na- 
tional Advisory Committee, which was presented at 
the twenty-first annual meeting of the committee, 
held in Washington, D. C. recently. 


The reports from the chief social workers in- 
dicated that use of volunteer companionship serv- 
ices is being expanded for long-term patients in 
VA hospitals and by VA domiciliaries, and is being 
extended to neuropsychijatric, tuberculosis, and 
chronically disabled general medical and surgical 
patients following their release from the hospitals. 


The greatest need seen by the majority of the 
chief social workers is for extension of volunteer 
services to more patients requiring special living 
plans in the community, such as foster homes and 
nursing homes. 


For many of these veterans, volunteer compan- 
ionship and recreation services contribute to fur- 
ther recovery after release from the hospital, the 
social workers said, and for others friendly visits 
by volunteers brighten and enrich living within the 
limitations imposed by disability. , 
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Classified Advertisements 


INDUSTRIAL PHYSICIAN : Permanent position, 
40 hour week. Must be healthy and _ recent 
graduate of Grade A Medical School. Reply to 
Medical, P. O. Box 2959, Winston-Salem, N. C. 


WANTED: 1: Male Psychiatrist, under 50 years, 
Diplomate or Board eligible, to direct privately 
operated out-patient clinic in city of 75,000. 
Salary: $16,200-$18,000 per antium and commis- 
sion factor up to $7,000. 2: same prerequisites 
in location smaller area; guaranteed salary: 
$22,500-$25,000. Write: Box 790 care of this 
Journal. 


GENERAL PRACTITIONER for agricultural and 
industrial supported rural community of eight 
thousand in Eastern North Carolina. L. A. Gard- 
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BOOK REVIEWS 


Physical Diagnosis: The History and Phy- 
sical Examination of the Patient. By John 
Alan Prior, M.D., and J. S. Silberstein, 
M.D., and Associates. 386 pages. Price, 
$5.00. St. Louis: The C. V. Mosby Com- 
pany, 1959. 


This excellent book is rather unique in that all 
its contributors are from the same medical school. 
It rightly stresses the importance of the history in 
diagnosis, and of the examiner’s establishing early 
rapport with the patient. The chapter on medical 
history is filled with useful suggestions for ob- 
taining a history. A sample student history as cor- 
rected by the teacher is a valuable object lesson. 
Parenthetically, it was gratifying to note that 
“shortness of breath” was spelled out by the stu- 
dent and not given the usual unflattering abbrevia- 


tion “S.O.B.” 

Two comments perhaps reflect this reviewer’s 
personal bias. Chapter 7, dealing with the thorax 
and lungs, omits measurement of the chest at the 
end of inspiration and of expiration. A diminished 
expansion may be quite helpful in recognizing 
emphysema and spondylitis. 

The other comment is that of gratification be- 
cause, in chapter 9, Dr. Copeland says that using 


ner, Chrm. Medical Service Committee, Saratoga 
Lions Club, Saratoga, N. C. 


WANTED: One male psychiatrist, under 50 years, 
Diplomate or Board eligible, to direct privately 
operated outpatient clinic in Charleston, West 
Virginia, Salary: $20-25,000 per annum. Write 
Box 790 in care of this Journal. 


DBI (N1-8-phenethylbiguanide HC!) is an entirely new oral hypoglycemic compound, 
different in chemical structure, mode of action, and in spectrum of activity from the sulfon- 
ylureas. DBI is usually effective in low dosage range (50 to 150 mg. per day). 


“full-range” hypoglycemic action — 08! lowers elevated blood-sugar and 
eliminates glycosuria in mild, moderate and severe diabetes meliitus... 


brittle diabetes, juvenile or adult—DB! combined with injected insulin improves regulation 
of the diabetes and helps prevent the wide excursions between hypoglycemic reactions and 
hyperglycemic ketoacidosis. 


stable adult diabetes — satisfactory regulation of diabetes is usually achieved with DBI 
alone without the necessity for insulin injections. 


juvenile diabetes — DB! often permits a reduction as great as 50 per cent or more in the 
daily insulin requirement. 


primary and secondary sulfonylurea failures—DB! alone, or in conjunction with a sulfon- 
ylurea, often permits satisfactory regulation of diabetes in patients who have failed to 
respond initially or who have become resistant to oral sulfonylurea therapy. 


smooth onset —less likelihood of severe hypoglycemic reaction — DBI has a smooth, 
gradual blood-sugar lowering effect, reaching a maximum in from 5 to 6 hours, and a 
return to pretreatment levels usually in 10 to 12 hours. 


safety — daily use of DBI in therapeutic dosage for varying periods up to 2% years has 
produced no clinical toxicity. 


side reactions — side reactions produced by DBI are chiefly gastrointestinal and occur with 
increasing frequency at higher dosage levels (exceeding 150 mg. per day). Anorexia, nausea 
or vomiting may occur — but these symptoms abate promptly upon reduction in dose or 
withdrawal of DBI. 


supplied — DBI, 25 mg. scored, white tablets — bottle of 100. 


IMPORTANT— before prescribing DBI the physician should be thoroughly familiar with 
general directions for its use, indications, dosage, possible side effects, precautions and 
contraindications, etc. Write for complete detailed literature. 


an original development from the research laboratories of 
u. s. vitamin a pharmaceutical corporation 


Arlington-Funk Laboratories, division * 250 East 43rd Street, New York 17, N. Y. 
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the left hand for making a pelvic examination has 
some advantage for a right-handed examiner by 
“freeing the ‘most capable hand’ for use in handl- 
ing instruments and carrying out special techniques.” 


The illustrations are good and the whole book 
can be heartily recommended for medical students 
and also for practitioners. 


Schizophrenia. By Manfred Sakel. 335 
pages. Price, $5.00. New York: Philo- 
sophical Library, 1958. 


This book is written by a man who was, accord- 
ing to his credentials, a serious physician and com- 
petent psychiatrist. By his opening remarks on 
the history of medicine and its relationship to the 
general culture out of which medicine grows, he 
reveals himself as a man of considerable erudi- 
tion and breadth of view. Yet, in spite of this, as 
one reads the book a curious impression emerges 
that this is neither a serious scientific treatise nor 
a “popularization” of the author’s own work. In- 
stead it has the flavor of a crackpot exposition of 
a wild theory. 


This impression seems to arise mostly from the 
insistence that schizophrenia is a “disease in the 
medical sense” and must be very carefully differen- 
tiated from other conditions which are not diseases. 
It appears from the discussion that “disease” means 


some microscopically invisible disturbance in the 
electromagnetic constellations in nerve cells by some 
as yet unindentified noxious agent. In spite of the 
fact that some persons may be overwhelmed by the 
problems of life or have their personality develop- 
ment distorted by traumatic circumstances so that 
they show a symptomatology identical with schizo- 
phrenia, these combinations are not to be regarded 
as a “disease.” As a matter of fact, it appears that 
there is only one differentiating characteristic be- 
tween schizophrenia and all the mimicking combi- 
nations of signs and symptoms—the true disease 
yields to insulin shock therapy. 


This reviewer’s judgment may be unduly harsh, 
but it seems that the whole book amounts to con- 
struction of a definition such that the outcome of 
a treatment can be used both to test the diagnosis 
and to prove the theory. This circular reasoning is 
not hidden by the barrage of biochemical-physiol- 
ogical “evidence” which is offered to substantiate 
the argument. The vocabulary, the structure of the 
sentences, the citation of other authors’ work may 
sound plausible to a reader of slight biochemical 
knowledge. However, statements like this one 
(p. 208)—“Insulin is known to be an antagonist of 
the adreno-cortical system. It is also a specific 


neurotropic hormonal drug which stimulates the. 


catabolic functions of the vagus”’—give the show 
away. After 50 years of intensive and extensive 
work on insulin we, alas, do not “know” in any 
definite sense what it does or how it acts. There 
are several “reasonable theories” — rather contra- 
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dictory—which in itself can be taken as an indica- 
tion that we are lacking some important segment 
of information which would allow us to make some 
resolution among the rival theories. Likewise, the 
state of neurochemistry at the present time offers 
no foundation at all for Dr. Sakel’s rather sweeping 
statements about how nerve cells act. 


I don’t wish to be misunderstood. I find nothing 
wrong with the construction of fanciful, figurative 
hypotheses. The one offered in this book is rather 
like Ehrlich’s “side chain” hypothesis in relation 
to immunologic reactions, and his “lock and key” 
description of substrate-enzyme reactions. It is 
often possible to fit physico-chemical data to such 
pictures. I do object to the implication that such 
theories represent “knowledge.” Another example 
(p 213): “The wet shock’s principal effect is on the 
long chain of biochemical enzymatic reactions 
which eventually lead to strengthening and restora- 
tion of the nerve cell. The dry shock works differ- 
ently. Whereas the wet shock works cumulatively 
for the eventual restoration of the normal intra- 
cellular pathways, the dry shock works abruptly as 
a forceful stimulus to the affect center.” To me this 
is just so much nonsense, likely to trap the un- 
wary. It is just as likely to a alienate the serious 
reader from any consideration of Dr. Sakel’s work. 


Whatever place may be assigned to insulin shock 
therapy in the psychiatric armamentarium is not 
within my province to judge. In such evaluation it 
would seem only charitable to leave this book out 
entirely. On the other hand, I find this an interest- 
ing example of how premature assertions of knowl- 
edge, sweeping over-generalizations, and constant 
reiteration of figurative language can make a “word 
salad” out of a description of what may be quite 
useful empirical findings. A serious student of lan- 
guage disorders should find this book rather in- 
structive. 


Hearing: A Handbook For Laymen. 
Norton Canfield, M. D. 214 pages. Price, 
$3.50. Garden City, New York. Doubleday 
& Company, Inc., 1959. 


Dr. Canfield, an eminent otologist and asso- 
ciate clinical professor of otolaryngology at Yale 
University School of Medicine, has rendered a dis- 
tinct service to the hard-of-hearing in preparing 
this handbook. It is listed by the publisher as 
“The first volume in the new Layman’s Handbook 
Series on disease and abnormal health conditions.” 
If future volumes measure up to the quality of 
the present volume, this series will indeed be a 
real contribution to the understanding of health 


problems by the laity. 


Dr. Canfield discusses in easily understood 
language many aspects of the problems of hear- 
ing: communication, evaluation of hearing, the 
causes and prevention of hearing loss, special 
problems of children, diminished hearing in adult 
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life, the senior citizen’s hearing problems, and, in 
particular, the hearing aid. Particularly useful 
are his discussion of the psychologic problems of 
the hard-of-hearing and his suggestions for alle- 
viating many of these problems. The physiologic 
differences in conductive and perceptive hearing 
loss are adequately explained. 


“Why is it that parents seem more reluctant to 
accept hearing loss in their children than any 
other disabilities?” he asks. When poor hearing 
is first noted in the very young is the time to be- 
gin investigation of the defect and to find reme- 
dies for it. He repeatedly cautions against a 
“wait and see attitude” with regard to a child’s 
hearing. Speech patterns are developed in the 
early formative years, and unless one takes ad- 
vantage of what little hearing is present, speech 
development is retarded and abnormal. Utilization 
of existing function in the early years, together 
with specialized education, can produce a_ useful 
citizen whereas neglect of hearing defects in the 
very young frequently leads to dependency. 

Although research in otology is making great 
strides, the author points out that in 1956 less 
than 1.0 per cent of the nation’s expenditure for 
medical research was directed to the problems of 
deafness, this in spite of the fact that deafness 
affects more than 15 million Americans—more 
people than suffer from any other chronic disease. 

Some of his most valuable advice pertains to 
the hearing aid. He describes the device and ex- 
plains what it can do for the person with either 
conductive and perceptive loss, how it should be 
handled for greatest effectiveness, how the pa- 
tient may become accustomed to its use, and, most 
important, how to select a hearing aid. He pro- 
perly points out that this job is one for the otol- 
ogist and the audiologist working as a team, us- 
ually in conjunction with a hearing rehabilitation 
center. Evaluation of hearing is a complex and 
difficult job. “Such a proper evaluation cannot be 
made by technicians. It goes without saying that 
those who exploit the confusion of the handicapped 
should never be allowed to make the evaluation.” 
If readers of this book get nothing more from it 
than this, the author will have made a _ worth- 
while contribution. 


Regarding sinusitis, Dr. Canfield points out that 
it is never the precipitating cause but is rather 
the underlying cause of hearing loss. He is doing 
the profession a great service in attempting to 
assign this common complaint to its rightful 
place in diseases of the head. 


This reviewer finds only one point of serious 
contention with the author. This has to do with 
the fitting of hearing aids contained within eye- 
glass temples. He points out that the hearing aid 
should be selected by the otologist, but that the 
glasses should be fitted by an optician or optome- 
trist. This advice runs counter to the principles of 
ethics of American medicine having to do with 
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association with cultists, and it is my belief that 
he should have suggested that the glasses be pre- 
scribed by an ophthalmologist and dispensed by a 
reputable optician. 


Dr. Canfield has presented a book which should 
be of inestimable value to otologists in dealing 
with their hard-of-hearing patients and should be 
of great aid to the patient himself. It is recom- 
mended especially for the so-called difficult pa- 
tient, who will gain insight into his problem from 
reading this book and will probably then cease to 
be a difficult patient. 


Childbearing Before and After Thirty- 
Five. Biological and Social Implications. 
By Adrien Bleyer, M.D. 119 pages. New 
York: Vantage Press, Inc., 1959, Price 
$2.95. 


This little book would ordinarily deserve only 
a short review. Since, however, ‘!ie manner in 
which a limited number of facts is presented is 
very likely to disturb the emotions of older par- 
ents, more detailed comments seem justified. 


Opposite the title page is the statement that this 
book is planned for college students and social 
leaders. Dr. Jenkins in his introduction refers to 
“the public,” and Dr. Douglas Murphy in_ his 
commentary following the introduction compli- 
ments the author on bringing this subject before 
“the public.” Although the book is obviously aimed 
at the laity, some chapters present strictly scien- 
tific data in excerpt form as well as detailed 
charts. Other chapters contain interspersed sen- 
tences and paragraphs consisting of purely phil- 
osophic musings, with parenthetical definitions of 
common medical terms. It is true that for many 
years Dr. Bleyer has followed reports concerning 
the increasing incidence of defective offspring 
from mothers past the age of 30. This once proved 
and many-times published point scarcely war- 
rants expansion into a monograph statedly de- 
signed as information for the layman. 


Specific references in the text, footnotes, and 
charts are widely available in technical literature. 
No bibliography is included. Quotations from 
sources listed in “Closing Acknowledgements” may 
be significant, but apparently they often repre- 
sent the impression of the individual] rather than 
accurately analyzed data; therefore this book has 
extremely limited use among medical or other 
scientific persons dealing with the problems of 
optimal human reproduction. 


As an appeal to the public for early childbear- 
ing, some merit may lie in any attempt to reduce, 
by prevention, the burden of family and social 
responsibility entailed in caring for defective in- 
dividuals; but the timing and number of preg- 
nancies undertaken by any couple can not be 
* governed by statistical risk, since each and every 
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birth is surrounded by specific mitigating circum- 
stances involving this new human being and the 
two parents. Advice other than that of free choice 
is comparable to an animal-husbandry type of 
mating and to parent-arranged marriage. 

The eminence of the author as an early author- 
ity on Mongolism and dwarfism, and the general- 
ly recognized prominence of the men who wrote 
the introductory comments make this small book 
a potential hazard to the stability of the “elder- 
ly” gravidous woman. The title has an appeal 
which will certainly mark it for quotation and 
summary in weekly and monthly lay publications 
designed for mothers and housewives. 

We cannot legislate morals or conjugal conduct, 
and overemphasizing early childbearing by 
threatening the dire consequences of delayed preg- 
nancies on future generations should be preceded 
by a change in the economic, family, and social 
mores of our society. Accurate observations and 
statistical analyses should be brought continually 
to the attention of clinical physicians, geneticists, 
statisticians, and sociologists by means of estab- 
lished scientific publications. Many more years of 
such work in allied fields will be required to prove 
whether or not better educated, more mature, and 
healthier mothers will produce a greater percent- 
age of normal and above-average human beings 
than will earlier childbearing by mothers poorly 
equipped financially and educationally to function 
optimally as homemakers. 


Books Received 


Therapeutic Radiology: Rationale, Technique, Re- 
sults. By William T. Ross, M.D. 403 pages. Price, 
$12.50, St. Louis: The C. V. Mosby Company, 1959. 

X-Ray and Radium in Dermatology. Bernard A. 
Wankser, M.D. 113 pages. Price, $5.00. Springfield, 
Illinois: Charles C Thomas, Publisher, 1959. 
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Insulin Treatment in Psychiatry. Edited by Max 
Rinkel, M.D., and Harold Himwich, M.D. 386 pages. 
Price, $5.00. New York: Philosophical Library, 1959. 


Biosynthesis of Terpenes and Sterols. Ciba Foun- 
dation Symposium. Edited by G. E. W. Wolstenholme 
and Cecilia M. O’Connor. 311 pages. Price, $8.75. 
Boston: Little, Brown and Company, 1959. 


The Sedimentation Rate of Human Erythrocytes. 
By Frank Wright, M.D. 43 pages. Price, $2.50. New 
York: The Vantage Press, 1959. 


Now or Never: The Promise of the Middle Years. 
By Smiley Blanton, M.D., with Arthur Gordon, 273 
pages. Price, $4.95. Englewood Cliffs, New Jersey: 
Prentice-Hall, Inc., 1959. 


A Doctor Remembers. By Edward H”Kichardson, 
M.D. 252 pages. Price, $3.75. New York: The Vant- 
age Press, 1959. 

501 Questions and Answers in Anatomy. By 
Stanley D. Miroyiannis, Ph.D. 332 pages. Price, 
$5.00. New York: The Vantage Press, 1959. 

Pediatric Neurology. By Stanley S. Lamm, M.D. 
495 pages. Price, $12.50. New York: Landsberger 
Medical Books, Inc., 1959. 

Cold Injury, Ground Type, in World War II. By 
Colonel Tom F. Whayne, MC, USA (Ret.), and 
Michael E. DeBakey, M.D. United States Army, 
Office of the Surgeon General. Washington, D. C.: 
U. S. Government Printing Office, 1959. 


The family physician’s role in the mental health 
of his patients comes very close to that of a par- 
ent, while the psychiatrist’s role is more likely to 
be similar to that of a teacher—Goshen, C. E.: 
A Project for the Creation of Better Understand- 
ing of Psychiatry by the General Practitioner, 
South. M.J. 52:31-34 (Jan.) 1959. 
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The Month in Washington 


Congress went into the final months of 
this session with a heavy work load of ap- 
propriation bills and foreign aid legislation 
to be acted upon before adjournment. 

Congress must act upon the appropria- 
tion bills before adjournment to provide 
money for operation of the federal govern- 
ment during the 1960 fiscal year. Foreign- 
aid legislation also is generally put in the 
“must” category now. 

With so much “must” legislation requir- 
ing action and Congress hoping to adjourn 
by late August or maybe earlier, many bills 
of varying importance will be left for 
further consideration next year. 

An upsurge in the national economy 
strengthened the position of the Admini- 
stration and economy-minded members of 
the House and Senate in their opposition 
to big-spending bills. Supporters of a Sen- 
ate-approved $465 million airport bill con- 
ceded in advance that a House-Senate con- 
ference committee would approve a figure 
closer to the $297 million version which the 
House passed. 

Substantial gains in industrial produc- 
tion, corporate profits, employment, and 
other key economic factors raised Admin- 
istration hopes for only a small deficit, if 
not a balanced budget, in the fiscal year 
1960 which began July 1. There also was 
some talk in influential quarters of a possi- 
ble tax cut next year. But at this stage, it 
was highly speculative. And it appeared 
most likely that if there is one, it will be 
small. 

During the first five months of this ses- 
sion, Congress completed action on only 
two appropriation bills. They provided 
funds for operation of the Treasury and 
Post Office Department in fiscal 1960, and 
additional funds for various government 
activities during 1959. 

Early in June, the House approved, 393 
to 3, a $38,848,339,000 Defense Depart- 
ment appropriation which included $88.8 
million for care of certain dependents of 
military personnel in civilian hospitals. In 
recommending the Medicare appropriation, 
the House Appropriations Committee com- 
mended the Defense Department “for its 
response to the intent of Congress... that 
dependents of military personnel have the 
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benefit of prompt and adequate medical 
aa at all times wherever they may 

This contrasted with the Committee’s 
criticism about two months ago. The Com- 
mittee then expressed concern at what it 
termed “the high costs of care for military 
personnel and their dependents in civilian 
hospitals and the high fees allowed in the 
program.” 

In another Medicare development, the 
Surgeon General of the Army ruled 
(ODMC Letter No. 7-59) that a patient un- 
der the program who has suspected or 
proven malignancy is acutely ill and quali- 
fies for care. The government will pay for 
urgently required treatment in such cases 
when certified by the attending physician. 

But it was made clear that payment 
would be based “solely on the medical re- 
quirement for immediate hospitalization.” 
Qualifications of urgency can not be based 
on mental anguish, emotional attitudes or 
socio-economic factors. 

The Defense Department rejected two 
proposals of the Florida Medical Associa- 
tion for changes in the Medicare program. 
The Florida Medical Association proposed 
that a health insurance program be pro- 
vided for dependents of military personnel 
or that control of the Medicare program be 
transferred to the Department of Health, 
Education and Welfare. 


In Memoriam 
SAMUEL CRAWFORD GILLESPIE, M.D. 


Dr. Samuel Crawford Gillespie died unexpectedly 
on April 2, 1959, from a heart attack. He was 
stricken as he stepped from his automobile at his 
home and was dead on arrival at a local hospital. 

Dr. Gillespie was born December 13, 1900, in 
Chicago, Illinois, the son of the late Mr. and Mrs. 
S. C. Gillespie. He moved to Asheville with his 
parents at the age of 13. He attended the Old North 
State Fitting School, a college preparatory insti- 
tute in Asheville, and later the University of North 
Carolina which he had to leave because of ill health. 
He then went to Franklin and Marshall College, 
Lancaster, Pennsylvania, where he received his 
A.B. degree. He received his B.S. and Ph.D. degrees 
from the University of Pennsylvania, and had spe- 
cial studies at Yale University. Dr. Gillespie had 
four years of medicine at the University of Cin- 
cinnati, graduating in 1931. He then had two years 
internship and one year residency at Charity Hos- 
pital in New Orleans, Louisiana, He then had one 
year in graduate work at Tulane University, New 
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Orleans, Louisiana and was a special student of 
Dr. Alton Ochsner. 

Dr. Gillespie was married to Miss Elizabeth Mc- 
Avoy of Cincinnati, Ohio, in 1933. There were no 
children born of this marriage. 

He established an office in Asheville, in 1935, and 
limited his practice to internal medicine. He served 
with the U.S. Army with the rank of Major from 
July 1942 to January 1946. He then returned to 
private practice in Asheville where he maintained 
offices until the time of his death. 

Dr. Gillespie was a member of the Buncombe 
County Medical Society, the North Carolina State 
Medical Society, and the American Medica] Associa- 
tion. He was a fellow in the American College of 
Internal Medicine. He was an active member of the 
staffs of Memorial Mission, St. Joseph’s, and Aston 
Park Hospitals. 

Aside from his medical interests, he was a mem- 
ber of the First Presbyterian Church, a Thirty- 
Second Degree Mason, and belonged to several 
hunting and shooting clubs. 

His favorite hobbies were photography and the 
collection of antiques and other unusual objects. 
His offices and home were showplaces for many 
rare and beautiful objects, paintings, furniture, and 
unusual instruments. 

He is survived by his widow. 

He left a large practice of devoted patients. He 
will be greatly missed by his patients, friends, and 
colleagues. 

Be it resolved that this report be adopted and 
entered into the records of the Buncombe County 
Medical Society, and a copy be sent to the widow, 
the North Carolina State Medical Society, the 
American Medical Association, and the American 
College of Internal Medicine. 


Respectfully submitted, 
R. Alexander White, M.D. 
C. C. Swann, M.D. 

E. W. Schoenheit, M.D. 


JAMES W. MURDOCH 
(1900 - 1958) 


Dr. James W. Murdoch, at the age of 58, passed 
away at the Memorial Hospital in Chapel Hill on 
September 16, 1958, as the result of a cerebral 
hemorrhage, leaving behind him a host of bereaved 
friends throughout the eastern part of the United 
States. 

He was born on April 13, 1900, in Stonehaven, 
Scotland, and received his elementary and pre-med- 
ical education at the Mackie Academy in his home 
town. From 1919-1924 he attended and received his 
medical training, M.B. and Ch.B. degrees from 
Aberdeen University in Scotland. 

From 1925 through 1928 Dr. Murdoch served on 
the staff of the Devon Mental Hospital in England 
with the exception of seven months spent at the 
Inverness District Asylum in Scotland. 


In February, 1928, he went to Malaya to serve 
with the Central Mental Hospital. He became the 
Superintendent of this institution in 1931 and led 
them for ten years. He then went to Western 
Australia Mental Hospital for one year and in 1945 
became Superintendent of the Kingsdown House 
Hospital in England. ; 


Dr. Murdoch had long wished that he and his 
wife and daughter, Janet, could see the United 
States. He wanted a warm climate so he wrote to 
nine Southeastern states. He said that all the re- 
plies were nice, but after many months of warm 
and friendly correspondence with the General Sup- 
erintendent of Mental Hospitals in North Carolina, 
he chose North Carolina and he never regretted 
that he came. For one month he served on the 
staff of the State Hospital at Raleigh, then took 
over the service of the newly formed State Hos- 
pital at Butner in June, 1947. During the eight 
years under his leadership, the hospital developed 
into a well integrated progressive psychiatric in- 
stitution. To this man who was sincerely dedicated 
to the advancement of mental hospitals goes the 
credit for helping to bring more trained psychia- 
trists into the mental hospitals to help alleviate the 
staffing problem. To him also goes the credit for 
trying to set up for the patients in his hospital a 
more home-like atmosphere — one without bars, 
fences, and drabness. He stressed and pushed the 
importance of recreation and occupational therapy 
for all patients who were able to participate. He 
had the intelligent bravery to attempt to introduce 
more humane methods of treatment for his patients 
—methods which were sometimes contrary to pub- 
lic opinion—but he lived to see his ideas supported 
by his fellow practitioners and others interested in 
mental illness. 


In 1954 he and his wife, Evelyn, proudly became 
citizens of the United States. Shortly afterward, on 
a visit to Europe, he asked in his rolling Scottish 
accent, a London Bobby for directions to a place 
his family wished to visit. The Bobby gave the di- 
rections, glanced at Dr. Murdoch’s perforated shoes, 
his very colorful tie, and exclaimed, “God Bless 
your American hearts!” The climax had cvrived. 
He had been recognized as an American. 


In 1955 Dr. Murdoch became the General Super- 
intendent of the State Hospitals in North Carolina. 
It was in his office that he was taken ill, and within 
24 hours North Carolina had lost its Mental Hos- 
pitals’ leader. 


Though we employees of State Hospitals will 
miss a man in body, his spirit is so embedded in 
our hearts that his memory will be there forever— 
and as for the people of North Carolina—on No- 
vember 18, 1958, by order of the N. C. State Hos- 
pitals Board of Contaol, the State Hospital at 
Butner became the Murdoch Hospital. 


James L. Cathell, M.D. 
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stress 


In 
smooth [| 
muscle 

spasm... | 


relieves 
distress 


Pro-Banthine with Dartal 


Pro-Banthine— Specific Clinical Applications: Functional gastroin- 
unexcelled for relief of cholinergic spasm— testinal disturbances, pylorospasm, peptic ulcer, gas- 
has been combined with tritis, spastic colon (irritable bowel), biliary dyskinesia. 
Dartal— 

; Dosage: One tablet three times a day. 
new, well-tolerated agent for stabilizing emotions— 


Availability: Aqua-colored tablets containing 15 mg. 
Pro-Banthine with Dartal—~ ; of Pro-Banthine (brand of propantheline bromide) 
for more specific control of functional gastrointestinal "4 5 mg. of Dartal (brand of thiopropazate dihydro- 


disorders, especially those aggravated by emotional Chloride). G. D. Searle & Co., Chicago 80, Illinois, 
tension. , Research in the Service of Medicine. 


to provide you with 
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-lodides 


and hot liquids 
—[among] 
the best 
friends 
an asthmatic 
ever had. 


fy 


FREE YOUR ASTHMATIC PATIENT 
FROM SECRETORY OBSTRUCTION 
ENCOURAGE BRONCHIAL EVACUATION 


solution and tablets iodinated glycerol, organically bound iodine 
THE WELL TOLERATED' IODIDE EXPECTORANT—‘‘Wheezing” or ‘“‘hacking” coughs respond 
most favorably to specific antitussive medication plus the ‘excellent bronchial evacuants'’ 
—iodides—a most clinically effective type of expectorant.’ For excellent results, add stable 
Organidin—organically bound iodine—to your favorite cough therapy. Organidin is better- 
tasting, better tolerated than inorganic iodides. Full dosage may be given immediately. ORGANIDIN 
solution is freely miscible with common syrups. supptieo: Solution, bottles of 30 cc.; Tablets, 
bottles of 100. posace: See Physicians’ Desk Reference, 1959, p. 847. (1) Seltzer, A.: M. 
Ann. District of Columbia 26:17 (Jan.) 1957. (2) Segal, M. S.: J.A.M.A. 169:1063 (Mar.) 
1959. (3) McLean, J. A.: GP 18:128 (Dec.) 1958. For professional samples and literature write: 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 
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for more normal living 
in angina pectoris 


with 50 mg. Secobarbital 


Reduces incidence and 
Severity of attacks 


Continuous release Antora cap- 


sules give long, sustained therapeutic 


effect that reduces the number and 


Effects sedation 
without mental or 
Physical slow down 


severity of attacks, lowers nitro-glyc- 
erin requirements. 


With reduced fear of attack your pa- 
tient is encouraged to participate in 


activities to his allowed capacity. © A low dosage of 


Secobarbital is grad- 


ually released with 


Antora over a 10-12- 


ANTORA or ANTORA-B 


hour period to reduce 


the anxiety complex. 


Antora-B also minimizes 


One continuous release capsule 
before breakfast and one before 
the evening meal provides 24- 


insomnia due to pain 


and shortness of 


hour prophylactic effect. breath on effort. 


Available in bottles of GO and 
250 capsules. 


Mayrand 


PHARMACEUTICALS Greensboro, North Carolina 
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Each antivert tablet contains: 
Meclizine (12.5 mg.)—most effective anti- 


tion.? 
Nicotinic acid (50 mg.)—the ards of choice 
for prompt vasodilation.?* 


Advantage of ‘‘dual therapy” confirmed: 


‘Menger found ANTIVERT “improved or con- 


trolléd symptoms in virtually 90% of ver- 


Patients, 


histaminic to control vestibular dysfunc-. 
Supplied: bottles of 100 blue- and-white tab- 


Indications: Meniere’s syndrome, arteriosclerotic 
vertigo, labyrinthitis, and streptomycin toxicity. Also 
effective in recurrent headache, including migraine. 
Dosage: one tablet before each meal. gfe 4 
lets. Prescription only. 
References: 1. C. M.: Geriatrics 2:110~ 
1956. 2. Menger, H. C.: Clin. Med. 4:313 (March) -1957. 
3. Shuster, H:: CL Clin, North America #0: 1787 
(Nov.) 1956. 

Division, Chass Pfizer & Co., Inc. 

New York 17, N. Y. 

"Science for the world’s being 
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ADVERTISEMENTS 


new for fotal 
management 


of itching. 


inflamed.’ 
infected* 


skin lesions 


Mycolog 


ointment 


antipruritic/anti-inflammatory /antibacterial/ antifungal 


Mycolog Ointment — containing the new superior topical corticoid Kenalog — re- 
duces inflammation,?* relieves itching,** and combats or prevents bacterial, 
monilial and mixed infections.*’ It is extremely well tolerated, and assures a rapid, 
decisive clinical response for most infected dermatoses. 


“Thirty-one of 38 patients .. . obtained excellent or good control of dermato- 
logical lesions . . . [Mycolog] was highly effective, particularly in the man- 
agement of mixed infections. Several recalcitrant eruptions which had not 
responded to previous therapy were remarkably responsive to the daily 
application of this preparation over periods of 2 to 3 weeks.”® 


For total management of itching, inflamed, infected skin lesions, Mycolog contains 
triamcinolone acetonide, an outstanding new topical corticoid for prompt, effective 
relief of itching, burning and inflammation** — neomycin and gramicidin for power- 
ful antibacterial action’ — and nystatin for treating or preventing Candida (Monilia) 
albicans infections.** 


cinolone acetonide, 2.5 mg. neomycin’ base, 0.25 mg. gramicidin, and 100,000 units nystatin in prastisase. 
References: 1. Shelmire, J.B., Jr.: Monographs on Therapy 3:164 (Nov.) 1958.+ 2. Nix, T.E., Jr., and Derbes, V.J.: 
Monographs on Therapy 3:123 (Nov.) 1958. « 3. Robinson, R.C.V.: Bull. School of Med., U. Maryland 43:54 (July) 
1958. + 4. Sternberg, T.H.: N V.D., and Reisner, R.M.: Monographs on Therapy 3:115 (Nov.) 1958. + 5. 
Clark, R.F., and Hallett, J.J.: Monographs on Therapy, 3:153 (Nov.) 1958. + 6. Smith J.G., Jr.; Zawisza, RJ., and 
Blank, H.: Monographs on Therapy, 3:111 (Nov.) 1958. + 7. Monographs on Therapy, 3:137 (Nov.) 1958. + 8. 
Howell, C.M., Jr.: North Carolina M.J. 19:449 (Oct.) 1958. + 9. Bereston, E.S.: South. M.J. 50:547 (April) 1957. 
And whatever the topical corticoid need, a suitable Squibb formulation is available—Kenalog-S Lotion—7¥% cc. 
plastic squeeze bottles. Each cc. supplies 1.0 mg. (0.1%) tri inol ide, 2.5 mg. base and 
0.25 mg. gramicidin. Kenalog Cream, 0.1%—5 Gm. and 15 Gm, tubes. Kenalog Lotion, 0.1%—15 cc. plastic squeeze 
bottles. Kenalog Ointment, 0.1%—5 Gm. and 15 Gm. tubes. 


Application: Apply 2 to 3 times daily. Supply: 5 Gm. and 15 Gm. tubes. Each gram supplies 1.0 mg. (0.1%) triam. 


Dermatitis repens {with staph 
and monilia| 7 weeks duration 


Cleared in 5 days 


Infectious eczematoid dermatiti 
f ankle—5 years duration 
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Squiss 
auibb Quality — the Priceless ingredient 
AMO ‘KENALOG’ ARE SQUIDO TRADEMARKS 
on 
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antibiotic control 
under 
physician control 


A SINGLE ANTIBIOTIC ... permitting flexible, controlied dosage as needed... free from restrictions of fixed combinations... 
optimum tetracycline levels... unsurpassed effectiveness covering at least 90 per cent* of antibiotic-susceptible infections 
seen in general practice. 


Supplied: Capsules of 250 mg. with 250 mg. citric eH and 100 mg. with 100 mg. citric acid. 


Achrom 


“Based on a twelve-month National P Physicians Survey. 
 sepence LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Peari eshte New York 
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AMES 
CLINIQUICK™ 


CLINICAL BRIEFS 
FOR MODERN PRACTICE 


How can the problem of “postchole- 
cystectomy syndrome’ be reduced? 


A “routine” operative cholangiogram is now recommended in addition to 
thorough surgical exploration, reducing the number of cholecystectomized 
patients later presenting the same symptoms as before the operation. 


Source: Vazquez, S. G.: J. Internat. Coll. Surgeons 28:394, 1957, 


for pre- and postoperative 
management of biliary D EC 4 0 
tract disorders... “therapeutic bile” 


Hydrocholeresis with DECHOLIN combats bile stasis by flushing the biliary tract 

with dilute, natural bile... 

* corrects excessive bile concentration 

¢ helps to thin gallbladder contents 

¢ benefits patients with chronic cholecystitis, noncalculous cholangitis, and 
biliary dyskinesia 


in functional G.I. distress... D EC H 0 LI N° 
with BELLADONNA 


available: DECHOLIN Tablets: (dehydrocholic acid, AMES) 3% gr. Bry 

(250 mg.). Bottles of 100, 500 and 1,000; drums of 5,000. a/ 


DECHOLIN with Belladonna Tablets: (dehydrocholic acid, AMES) f 


\ 
3% gr. (250 mg.) and extract of belladonna % gr. (10 mg.). ie fi a 


Bottles of 100 and 500. 
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To the relief of musculoskeletal pain, 
MEDAPRIN: 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.t Instead of suffering recurrent 
discomfort because-of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 


Indications: Medaprin.is indicated in mild-to- 
moderate rheumatic ‘and’ musculoskeletal condi- 


tions, including rheumatoid arthritis, deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
@ 300 mg. acetylsalicylic acid, for prompt’ 
relief of pain 
@ 1 mg. Medrol, to suppress the causative 
inflammation 
© 200 mg. calcium carbonate, as buffer 


TRADEMARK TRADEMARK, REG. PAT. OFF, —= METHYLPREDNISOLONE, UPJOHN 


TRATIO OF DESIRED EFFECTS TO UNDESIRED EFFECTS 
The Upjohn Company, Kalamazoo, Michigan [Upjohn | 
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Trancopal 


the first true tranquilaxant* 


Potent MUSCLE RELAXANT 
... Equally effective as a TRANQUILIZER 


* tran-qui-lax-ant (tran’kwi-lak’sant) [ <L. tranquillus, 
quiet; L. laxare, to loosen, as the muscles] 


Trancopal, a major development of Winthrop 
research, is a new, orally administered 
nonhypnotic central relaxant and tranquilizer. 
It relieves muscle spasm in a variety of 
musculoskeletal and neurologic conditions 

and also exerts a marked tranquilizing effect 

in anxiety and tension states. 

Unrelated chemically to any other drug in 
current use, Trancopal offers a completely new 


major chemical contribution to therapeutics. 


| 
H~ 


ii Chlormezanone: 2-(4-chloropheny!)-3- 
methy!-4-metathiazanone-1-dioxide 


y 
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Clinical studies of over 4400 patients 
by 105 physicians ' proved 

Trancopal remarkably eflective in 
musculoskeletal conditions, 

anxiety and tension states. 


MUSCULOSKELETAL DISORDERS 
effective in 


of 1570 documented cases of 
O CK SACROILIAC DISORDERS) 


By relieving muscle spasm and pain, Trancopal permits early and 
active exercise and physical therapy to accomplish maximal benefits 


for rapid recovery. 


the first true tranquilaxant 


4 
| 
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BETTER TOLERATED AND SAFER THAN OLDER DRUGS INCIDENCE OF SIDE EFFECTS WITH 
TRANCOPAL IN 4483 PATIENTS 
With Trancopal there is no clouding of consciousness, no 
euphoria or depression. Even in high dosage, there is no 
perceptible soporific effect. Because it does not irritate gastric 
mucosa, it can be taken without regard to mealtimes. Admin- 
istration does not hamper work—or play. Blood pressure, 
pulse rate, respiration and digestive processes are unaf- 
fected by therapeutic dosage. Toxicity is extremely low. And 
Trancopal has a lower incidence of side effects than has 


zoxazolamine, methocarbamol or meprobamate. 


SIDE EFFECTS 2.3% 


ANXIETY AND TENSION STATES 
effective in 


of 443 documented cases of 


DYSMENORRHEA 


AND PREMENSTRUAL TENSION 


Because of its exceptional calmative property, Trancopal “. . . allows 
the patient to use his energies in a more productive manner in 
overcoming his basic problems.” 


Dosage: | or 2 Caplets (100 mg.) orally three or four times daily. Relief of 
symptoms occurs in from fifteen to thirty minutes and lasts from four to six hours. 


é 
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Thoroughly evaluated clinically. .. 


Clinical studies of 4483 patients by 105 physicians’ have demonstrated that Trancopal 
often is effective when other drugs have failed. From these studies it is evident that 
Trancopal can provide more help for a greater number of tense, spastic, and/or 


emotionally upset patients than can any other chemotherapeutic agent in current use. 


MUSCULOSKELETAL 
CONDITIONS PSYCHOGENIC 
CONDITIONS 


1415 Patients 
3068 Patients 
TOTAL 4483 Patients 
MAJOR IMPROVEMENT 

INDICATIONS 84% 
Musculoskeletal 

Low back pain (lumbago) Disk syndrome 

Neck pain (torticollis, ete. ) Fibrositis 

Bursitis Ankle sprain, tennis elbow, etc. 

Rheumatoid arthritis Myositis 

Osteoarthritis Postoperative muscle spasm 


Psychogenic 


Anxiety and tension states Asthma 
Dysmenorrhea Angina pectoris 
Alcoholism 


Premenstrual tension 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


References: 1. Collective Study, Department of Medical Research, Winthrop Laboratories. * 2. Ganz, S.E.: 
J. Indiana M. A. In press, * 3. Lichtman, A.L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958, 


the first true tranquilaxant Ree 
MUSCLE RELAXANT 
... Equally effective as a 
TRANQUILIZER 
Ne 


w York 18, New York 


Printed in U.S.A. 


Trancopal (brand of chiormezanone) and Caplets, (|{)nthvop LABORATORIES 


trademarks reg. U.S. Pat. Off. 


(4191) 
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For every topical indication, 
a Burroughs Wellcome ‘SPORIN’... 


@ Combines the anti- 
inflammatory effect 

of hydrocortisone with 
the comprehensive 


brand OINTMENT bactericidal action 
of the antibiotics. 


OINTMENT: Tubes of % oz. and 4 oz. (with applicator tip) for ophthalmic o; 
dermatologic application. 
Otic Drops: Bottles of 5 cc. with sterile dropper. 


Provides comprehensive ® 
bactericidal action 

effective against virtually N FOS p 0 mi N 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 


OINTMENT: Tubes of 4 and 1 oz. and tubes of % oz. with ophthalmic tip. 
OPHTHALMIC SOLUTION: Bottles of 10 cc. with sterile dropper. 

NEW Lotion: Plastic squeeze bottles of 20 cc. 
Powper: Shaker-top bottles of 10 Gm. 


4 | ® Offers combined anti- 
biotic action for treating 
p 1 LYSP 1 0 N conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication. 


OINTMENT: Tubes of 1% 0z., 1 oz. and % oz. (ophthalmic tip). 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y, 
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just two tablets at bedtime — 


-alseroxylon, 2 ag. 


Because 
RAUWILOID provides effective Rauwolfia 


action virtually free from serious side effects 
... the smooth therapeutic efficacy of Rauwiloid 
is associated with a lower incidence of certain 


When more potent drugs are 
unwanted side effects than is reserpine...and 
venient single-tablet combinations with a lower incidence of depression. Toler- 


Rauwiloid® + Veriloid® ance does not develop. 


I 1 mg. and alkavervir 3 initi 
alseroxylon — and alkavervir 3 mg. RaAvuwILOID can be initial therapy for most 


Rauwiloid® + Hexamethonium hypertensive patients... Dosage adjustment is 


alseroxylon 1 mg. and hexamethonium 
chloride dihydrate 250 mg. rarely a problem. 


Many patients with severe hypertension can be main- Ri 
tained on Rauwiloid alone after desired blood pres- ker 
sure levels are reached with combination medication, 


XLVI 
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uf you too 

are disappointed in 

the multitude of new 
hypotensive products...» 


the many doctors 

who are returning to 
reliable, tume-proven, 
consistently dependable 


Haimased 


for control of hypertension 


Composition: Each 100 cc. represents 4.4 Gm. Sodium Thio- 
cyanate (20 gr. to fluid ounce). Stable, palatable, sugar free. 


Samples of Haimased on request from 


THE TILDEN COMPANY PDR 
New Lebanon, N. Y. 
Oldest Manufacturing Pharmaceutical House in America 
Founded 1824 
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POTENTIATED 

TETRACYCLINE 


therapy 


COSA- 


capsules 

125 mg., 250 mg. 

oral suspens?. 

orange flavored, 2 oz. bottle, 125 mg. 
per teaspoonful (5 cc.) 

pediatric drops 

orange flavored, 10 cc. bottle (with 
calibrated dropper), 5 mg. per drop 
(100 mg. per cc.) 


Science for the world’s well: 
PFIZER LABORATORIES £ 


bte: Rapid and high initial antibiotic blood levels are a rtant Division, Chas. Ss & Co, Ine 
uneventful recoveries. Glucosamine tiation p } es Brooklyn 6, N. Y. 


t tiated 
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When a Doctor Needs a Doctor... 
He Needs INCOME PROTECTION Too! 


When you are disabled by sickness or accident, chances are your profes- 
sional income stops. You have no boss to carry you on the payroll. . . no 30- 
day sick leave. . . no Workmen’s Compensation. 


Your best protection against that kind of financial disaster is a plan of 
emergency income protection. Mutual of Omaha has exactly the kind of 
protection you need, in the new, low-cost PROFESSIONAL MEN’S PLAN. It 


assures you of a regular emergency income —as long as you are totally 
disabled by accident or sickness covered by the plan. . . for weeks, months, 


or even for LIFE! 


For complete information, without obligation, write today to your nearest 
Mutual of Omaha General Agent. 


Largest Exclusive Health and Accident Company in the World 
G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 
J. P. GILES, General Agent 
Asheville, N. C. 


| ulual 

OF OMAHA: 
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ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 


NICOZOL therapy (the original formula) affords 
prompt relief of apathy. Patients generally look 
better, feel better; become more cooperative, For relief of agitation and hostility: 


cheerful and easier to manage. NICOZOL with reserpine Tablets 


No dangerous side effects. 


DRUG 
C Speoiattios ) WINSTON-SALEM 1, NORTH CAROLINA 
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around the clock ulcer control with B.1.D. dosage 


Just one 10 mg. Daricon tablet in the morning, and one at night before retiring, keeps 
your patient free from the pain and discomfort caused by gastrointestinal spasm, hyper- 


motility, and hypersecretion. 

Daricon is a remarkably potent and well tolerated antisecretory/antimotility agent. Its 
naturally prolonged action provides day and night relief of pain and symptoms associated 
with peptic ulcer, functional bowel syndrome, biliary tract dysfunctions, ulcerative colitis, and 
other gastrointestinal disorders characterized by spasm, hypermotility, and hypersecretion. 


Dosage: 10 mg. b.i.d. (morning and evening). 


even nw ARICON 


Pfizer) Science for the world’s well-being References: 1. Finkelstein, M., et al.: J. Pharmacol. 
& Exper. Therap. 125:330 (April) 1959. 2. McHardy, 


_ G., et al.: Postgrad. Med., in press. 3. Winkelstein, A.: 

Pfizer Laboratories Amer. J. Gastroenterol., in press. 4. Finkelstein, 4 
cartes et al.: Presented at Fall Meeting, Amer. Soc. Pharmacol, 
Division, Chas. Pfizer & Co., Inc. & Exper. Therap., 1958. 5. Leming, B.: Clin. Med. 


Brooklyn 6, New York 6:423 (March) 1959. *Trademark 
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Comprehensive therapy 


for all treatable secondary 
anemias...especially when 


accompanied by STRESS! 


HEMATINIC AND 
HEMAPOIETIC FACTORS 
COMBINED WITH THE 

STRESS FORMULA 

VITAMINS 


NATIONAL RESEARCH A 4 
TABLET unique new- 
EACH TABLET THREE TABLETS CQUNCH. STRESS q 


A DAY RECOMMENDATIONS type formula to 


Ferrous Fumarate 180 mg. _180 mg. Fe provide a broad new 
Vitamin B-12 with Intrinsic Factor 1/9 USP 1/3 USP 
_ Concentrate, Non-Inhibitory Oral Unit Oral Unit % concept in the 
(5 meg. B-12) 
Ascorbic Acid 300 mg. treatment of 
Thiamine Mononitrate (B-1) . 10 mg. 
Riboflavin (B-2) 33 me. 10 mg. anemias, in 
idoxine Hydrochloride (B-6) 2.0 _mg. .0 mg. convalescence, and 
Niacinamide 100 mg. 
Calcium Pantohenate 20 mg. in the prevention 
_ Copper (From Copper Sulfate) a 9.0 meg. and 
_ Manganese (From Mn Sulfate) J ‘ 9.0 mg. nutritional 
Cobalt (From Cobalt Sulfate) ’ 0.15 mg. 


(From Zine Sulfate) 0.9 mg. 


INDICATIONS 
ADULTS, one tablet three times” daily All treatable secondary anemias, especially when accom- 
after meals. CHILDREN, to three tab- —_ panied by stress conditions, as in anemias of pregnancy, | 
lets daily according to age. ‘convalescence, adolescence, post-infection anemias, — 
' anemias following drug therapy, and in the prevention _ 
and treatment of nutritional deficiencies. 


PRODUCTS CO., INC. 
PETERSBURG, VIRGINIA 


LITERATURE REQUEST th 
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Effective relief in rheumatic disorders 


tazone Geigy 


pnen y 


In the treatment of the rheumatic disorders 
new Sterazoiidin provides a method of limit- 
ing the gravest danger inherent in steroid 
therapy... hypercortisonism arising from 
excessive dosage. 


Repeatedly it has been shown that the addi- 
tion of low dosage of Butazolidin sharply 
reduces hormone requirement.'*Sterazolidin 
is a combination of prednisone (1.25 mg.) and 
Butazolidin (50 mg.) which provides, in the 
majority of cases, consistent relief at a stable 
uniform maintenance dosage significantly 
below the level at which serious hormonal 
imbalance is likely to occur. 


with less risk of disturbing hormonal balance 


Sterazolidin® (prednisone-phenylbutazone 
Geigy). Each capsule contains prednisone 
1.25 mg.; phenylbutazone 50 mg.; dried 
aluminum hydroxide gel 100 mg.; magnesium 
trisilicate 150 mg. and homatropine methyl- 
bromide 1.25 mg. 


1. Kuzell, W. C., and others.: Arch. int. Med. 
92:646, 1953. 2. Wolfson, W. Q.: J. Michigan 
M. Soc. 54:323, 1955. 3. Strandberg, B.: Brit. 
J. Phys. Med. 19:9, 1956. 4. Platt, W. D., Jr., 
and Steinberg, |. H.: New England J. Med. 
256:823 (May 2) 1967. 


Geigy, Ardsley, New York 
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“the G-I tract 
is the 
barometer 
of the mind...” 


Belbarb 

soothes the agitated mind 
and calms the G-I spasm 
through the central effect 
of phenobarbital and the 


synergistic action of 
fixed proportions 

of natural belladonna 
alkaloids on the 


SEDATIVE ANTISPASMODIC 


20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules 


CHARLES yD: COM PANY, Richmond, Virginia 
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SQUIBB ANNOUNCES 


RAUDIXIN 


FLUMETHIAZIDE 
POTASSIUM CHLORIDE 


RAUDIXIN ENHANCED 
BY AN ENTIRELY NEW DIURETIC — FLUMETHIAZIDE 


A LOGICAL COMBINATION 


HYPERTENSION 


WITHOUT FEAR OF SIGNIFICANT POTASSIUM DEPLETION?3 


THUS SQUIBB OFFERS YOU GREATER LATITUDE IN SOLVING THE PROBLEM OF 


Rautrax combines Raudixin with flumethiazide — the new, safe 
nonmercurial diuretic — for control of all degrees of hyperten- 
sion. Clinicians report it safely and rapidly eliminates excess 


extracellular sodium and water without potassium depletion.1-3 
Potassium loss is less than with any other nonmercurial diuretic.? 
Moreover, the inclusion of supplemental potassium chloride in 
Rautrax Aa added protection against potassium and chlo- 
ride depletion in the long-term management of hypertension. 


Through this dependable diuretic action of flumethiazide, the 
clinical and subclinical edema — so often associated with cardio- 
vascular disease — is rapidly brought under control.2-5 And once 
Rautrax has brought the fluid balance within normal limits, 


continued administration does not appreciably alter the normal 
serum electrolyte pattern. Flumethiazide also potentiates the 
antihypertensive action of Raudixin. By this unique dual action, 
a lower d of each ingredient effectively maintains safe 
antihypertensive therapy. 


Dosage: 2 to 6 tablets daily in divided doses 
initially; may be adjusted within sage of 1 
fo 6 tablets daily in divided doses. Note: In 

ertensive patients already on ganglionic 
locking a veratrum and/or hydrala« 
zine, the addition of Rautrax necessitates an’ 
immediate dosage reduction these agents 
by at least 50%. A similar reduction is neces- 
sary erp ng agents are added to the 

upply: Capsu’ e-sha) supp! 

mg. of Raudixin, 400 mg. und 
400 mg. of potassium 

ardioi ‘bh 
and others: To be Am. Jc i. 
(April) 1959. « 7 
Monographs on Thera 4 4: {Ape "1080, 
« 4, Montero, A. C.; Rochelle, 
Ford, R. V.: To be "published. +5. 

. B., III; Montero, A, C., 

fo be published. 

LITERATURE AVAILABLE ON REQUEST. 


“RAUDIXIN®” AND ‘RAUTRAX ARE SQUIBB TRADEMARKS 


Quality the Priceless Ingredient 
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Major Hospital Policy 


Pays up to $10,000.00 for each member of your family, 
subject to deductible you choose 


Deductible Plans available: 
$100.00 
$300.00 
$500.00 


Business Expense Policy 


Covers your office overhead while you 
are disabled, up to $1,000.00 per month 


approved by 


The Medical Society of North Carolina 
for Its Members 


Write or Call 
for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
Louten R. Hedgpeth, Jr. John Carson 


108 East Northwood Street 
Across Street from Cone Hospital 


GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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they deserve 


Vitamin- Mineral Supplement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


HORACE COTTON 
President & Exec. Director 


‘ Protection Against Loss of Income 
THE PHYSICIAN'S from Accident & Sickness as Well as 
BUSINESS COUNSEL Hospital Expense Benefits for You ana 
All Your Eligible Dependents 


ASHEVILLE, N. C. JACK C. PETTEE Wi SURGEONS 

Doctors’ Office Bldg ice-Pres. & Manager COME FROM DENTISTS 
TEL: Alpine 3-1483 


PHYSICIANS CASUALTY & HEALTH 


SOUTHERN PINES, N. C. J. FORREST JOYNER, JR. 


P.O. Box 818 Manager ASSOCIATIONS 
TEL: OXford 2-2101 OMAHA 31, NEBRASKA 
Since 1902 
Affiliated with Black & Skaggs Associates, Inc. Handsome Professional Appointment Book sent to 


you FREE upon request. 
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at your service, Doctor 


—are information and data to keep you posted on the latest 
developments in the detection and treatment of cancer. 


American Cancer Society 


TUCKER HOSPITAL, INC. 
212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 
ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


DR. HOWARD R. MASTERS DR. JAMES ASA SHIELD DR. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ, JR. Dr. AMELIA G. Woop 
Dr. ROBERT K. WILLIAMS 
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A meal of even the most colorful and the most 
meticulously prepared food can be dreary eating without salt. 


Neocurtasal, for the patient on a low-sodium diet, brings 
back flavor to foods — makes eating a pleasure once more. 


® 
N eC 0 C Ul rta S a Contains potassium chloride, 


potassium glutamate, 
An excellent salt replacement glutamic acid, calcium 


silicate, potassium 


for iodide 
“Salt-Free” (Low Sodium) Diets eee 


2 oz. shakers and 
8 oz. bottles 


Assures patient’s 
LABORATORIES cooperation 
New York 18, NY. P Sold Only Through Drugstores 
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If she needs nutritional support... she deserves 


Vitamin- Mineral Supplement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY Geterie) 
: Pearl River, New York 


Here’s Your Prescription... 


Exclusive Sites For Vacation Cottages at Delray Beach, N. C. 


For vacation fun and relaxation at radiant Del- PRICES BEGIN AT ONLY 


ray Beach, Kill Devil Hills, N. C. 
Make your selection now from beautiful beach 00 
sites along the famous North Carolina coast... i 
where the fishing is superb. : 
Ona within the city of Kil Devil 
paved street within the city limits i i s. 
Delray Beach homesites offer you year-round Average Lot Size 75’ X 150 
fun... at reasonable prices. Reserve your selection Also Available: Lots Facing 
( Old And New U. S. #158 


now. 
CHECK THE MANY OUTSTANDING FEATURES: 
Fully Restricted @ Located Within City Limits of 
All Lots On Paved Streets Kill Devil Hills, which has Post 
Easy Terms . .. Two Years To Pay — . Office and Shopping Center, 
Full Ocean Privileges Police and Fire Protection and 
Full Municipal Services 


R. Deaton, Owner-Developer 
2204 West Market Street — Greensboro, N. C. 
Phone BR 2-4663 


Box 2 
Kill Devil Hills, N. C. 
Phone 2121 
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Whee. the writes “DR 


Rose) on n his prescriptions, 


Sulfate 


and for your patients 


Posture isa pws 


YOU CAN GET FROM SLEEPING... 
THAT’S WHY IT’S WISE TO SLEEP ON A 


POSTUREPEDIC 


Uniformly firm, 

Sealy Posturepedic 

keeps the spine 

level. Healthfully 

comfortable, it per- 

mits proper relaxa- 

tion of musculatory 

system and limbs. 

Exclusive “‘live-ac- 

tion” coils support 

curved, fleshy con- 

tours of the body, 

assuring relaxing 

rest that you know 

is basic to good ‘ 
posture. Cause This! Posturepedic 


PROFESSIONAL So that you as a physician can 
DISCOUNT judge > distinctive features of the 
Sealy Posturepedic mattress for 
or $3900 yourself before you recommend it 
to your patients, Sealy offers a spe- 
Limit of one full or cial Doctor’s Discount on this mat- 
two twin size sets tress and foundation, when pur- 
Please check preference | chased for your personal use. 


SEALY MATTRESS COMPANY 
666 Lake Shore Drive, Chicago 11, illinois 


RETAIL PROFESSIONAL 
Posturepedic Mattress each $79.50 gag $60.00 
Posturepedic Foundation each $79.50 '%* $60.00 
1 Full size ( ) 1 Twin size ( ) 2 Twin size ( ) 
Enclosed is my check and letterhead. 
Please send my Sealy Posturepedic Set(s) to: 


NAME. 


CITY. 
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1S the SYMBOL OF ASSURANCE OF ETHICAL 
public relations minded handling of your accounts 
receivable and collection problems. 


IS the EMBLEM of sound experience in SERVICE 
to the professional offices. 


Doctor IS the MARK of o complete PROFESSIONAL 


accounts receivable service. 


Here Are the BUREAUS in Your Area Capable and Ready to Serve You 


MEDICAL-DENTAL CREDIT BUREAU 


514 Nissen Building 
P. O. Box 3136 
Winston-Salem, N. C. 


MEDICAL-DENTAL CREDIT BUREAU 


715 Odd Fellows Building 
Raleigh, N. C. 


MEDICAL-DENTAL CREDIT BUREAU 
513 Security Bank Building 

High Point, N. C. 
MEDICAL-DENTAL CREDIT BUREAU 


A division of Carolina Business Services 
Room 10 Masonic Temple Building 


MEDICAL-DENTAL CREDIT BUREAU 
212 West Gaston Street 
Greensboro, N. C. 


MEDICAL-DENTAL CREDIT BUREAU 


220 East 5th Street 
Lumberton, N. C. 


MEDICAL-DENTAL CREDIT BUREAU, INC. 
225 Hawthorne Lane 

Hawthorne Medical Center 
Charlotte, N. C. 


THE MEDICAL-DENTAL CREDIT BUREAU 
Westgate Regional Shopping Center 

Post Office Box 2868 

Asheville, North Carolina 


If he needs nutritional support . 


he deserves 


Vitamin-Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


ox 
_ LEDERLE LABORATORIES, 8. Division of 
4 AMERICAN CYANAMID COMPANY, “han River, New York 
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Supplied in bottles of 2 or 6 fluidounces. 


Whenever 
the diet is faulty, 


the appetite poor, 
: or the loss of food 
Z is excessive 

through vomiting 

or diarrhea— 

3 Valentine’s 


MEAT EXTRACT 


stimulates the appetite, 
increases the flow of 
digestive juices, 


provides: supplementary 
amounts of vitamins, min 
and soluble proteins, 


extra-dietary vitamin By, 
protective quantities of 

Sv, potassium, in a palatable and 
—— «, readily assimilated form. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
potassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA. 


Simplified Accuracy! 


The L-F 
BASALMETER 


This is metabolism test- 
ing the modern way! Just 
set the four basic factors, 
(age, height, weight and 
sex). The Liebel-Flarsheim 
BasaiMeteR does the rest! 
At conclusion of test, press 
button and read patient’s 
BM rate on dial. 


BM®& testir> is no longer 
complicated. This automat- 
ic, self-calculating unit 
makes the test procedure 
simple and easy... gives 
you accurate results. May 
we describe the many advantages of using an L-M 
BasalMeteR, at your convenience? No obligation. 


Phone or write for more information! 


Carolina Surgical Supply Company 


706 TUCKER ST. RALEIGH, N. C.._. 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 


ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone 3-7616—3-7617_ 
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general use... 
in general practice 


fast, effective and long-lasting relief from... 
BURNS -— sunburn, cooking, ironing 


PAIN — hemorrhoids and inoperable anorectal 
conditions, cuts and abrasions, cracked nipples 


ITCHING — insect bites, poison ivy, pruritus 


The water-soluble, nonstaining base melts 

on contact with the tissue, releasing the Xylocaine 
for immediate anesthetic action. It does not 
interfere with the healing processes. 


Astra Pharmaceutical Products, Inc., 
Worcester 6, Mass., U.S.A. 


XYLOCAINE? 


(brand of lidocaine*) 


N T | E NT 2.5% & 5% "U.S. PAT, NO. 2,441,498 MADE IN U.S.A. 


-BRAWNER’S SANITARIUM 


ESTABLISHED 1910 
SMYRNA, GEORGIA 


Jas. N. BRAWNER, JR., M.D. ALBERT F. BRAWNER, M.D. 
Medical Director Associate Director 
For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


Member 
Gerorcia HosprraL ASSOCIATION, AMERICAN HosPITAL ASSOCIATION 
NATIONAL ASSOCIATION OF PRIVATE PsycHIaTRIC HOSPITALS 


P.O. Box 218 HEmlock 5-4486 
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HIGHLAND HOSPITAL, INC. 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment p 
cho} py, occupational and recreational therapy—for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Sme«y Mountain Range of Western North 
Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic service and therapeutic treatment for selected case desiring non- 
resident care. 


R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 


for your complete insurance needs. . 


CHOSEN BY MEDICAL 
SOCIETY OF THE STATE OF 
NORTH CAROLINA FOR 
PROFESSIONAL 

LIABILITY INSURANCE 


THERE IS A SAINT PAUL AGENT IN YOUR 
COMMUNITY AS CLOSE AS YOUR PHONE © 
Charlotte, North Carolina HOME OFFICE: 111 WEST FIFTH ST., ST. PA 
EDison 2-1633 


SERVICE OFFICE: RALEIGH, NORTH CAROLINA—-323 W. MORGAN ST. TEmple 4-7458 


LXV | 
| 
| 
° 
~ 
\ 
| 
Cury ° | 


LXVI NORTH CAROLINA MEDICAL JOURNAL June, 1959 


SAINT ALBANS 
PSYCHIATRIC HOSPITAL 


Radford, Virginia 
STAFF 
James P. King, M. D., Director 
Daniel D. Chiles, M. D. William D. Keck, M. D. 
Clinical Director J. William Giesen, M. D. 
James K. Morrow, M. D. Internist (Consultant) 
Clara K. Dickinson, M. D. Edward W. Gamble, III, M. D. 


Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph. D. Administrator 
Artie L. Sturgeon, Ph. D. 


AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 207% McCreery St. 
David M. Wayne, M. D. Beckley, W. Va. 
W. E. Wilkinson, M. D. 


APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 
and alcoho! habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with comptete laboratory 
facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which Justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite 


Wo. Ray GRIFFIN, JR., M.D. A. GRIFFIN, Sr., M.D. 
RosBert A. GRIFFIN, M.D. MARK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 
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INDEX TO ADVERTISERS 


American Casualty Insurance Company L Physicians Casualty Association 
Ames Company x Physicians Health Association 
Appalachian Hall Physicians Products Company 
Astra Pharmaceutical Product, Ine. ........ XVI, Care Pinebluff Sanitarium 
Brawner’s Sanitarium LXIV  P. Lorillard Company (Kent Cigarettes) 
Brayten Pharmaceutical Company Purdue Frederick Company 
Burreughs-Wellcome & Company A. H. Robins Company 

Carolina Surgidal Supply Co. J. B.. Roerig & Company, - 

J. L. Crumpton Riker Laboratories 
Davies, Rose & Co. Saint Albans Sanatorium 

Drug Specialties, Inc. Schering Corporation 

General Electric X-Ray Dept. G. D. Searle & Co. 
Charles C. Haskell & Company Smith-Dorsey Company 
Highland Hospital Smith, Kline & French Laboratories 

Hospital Saving Assn. of N. C. : E. R. Squibb & Sons Div. of 

Irwin, Neisler and Company Olin Mathiesen Chem. Corp. ....XX, XXI, XLI, LV 
Jones and Vaughan, Inc. St. Paul Fire and Marine Insurance LXV 


Lederle Laboratories ........1V, XXXIV, XXXV, XLII, The Tilden Company 
LVII, LX, LXII, LXVII Tucker Hospital 


The Upjohn Company 
Eli Lilly & Compan: Front Cover 
Mayrand, Inc. xxxrx U..S. Vitamin Company 


Medical-Dental Credit Bureau wore 


Merck, Sharp & Dohme XXII, XXIII, XXVII, Wallace Laboratories 
Second Cover Wampole Laboratories 
Mutual of Omaha Winchester Surgical Supply Co. 
New England Mutual Life Insurance Co i i i 
P. M. Professional Management LVI 
Pfizer Laboratories XXX, XLVIII, LI 


. . they deserve 


GEVRAL 


Vitamin-Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


Vitamin Bis with AUTRINIC® 
Intrinsic Factor Concentrate . 

Thiamine Mononitrate 

Riboflavin (B2) 

Niacinamide 


HCI (Be) me 
Ca Pantothenate 
Bitartrate 


Acid (C) 
Vitamin’ E (as tocopheryl 
Monohydrochloride 
utin 


Phosphorus (as Cal 

Boron (as Na2B.07.10H20) 

Copper (as CuO’ 

Fleorine (as CaF2) 

jagnesium (as 

Potassium (as 


Zinc (as ZnO) 


LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Pearl Ri River, New York 
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helps them weather the hay fever season 


BENADRYL 


ANTIHISTAMINIC-ANTISPASMODIC 


gives fast, comprehensive relief of allergic symptoms. At this time of 
year pollens from trees, grasses, or weeds cause distressing symptoms 
‘in allergic patients. You can help your patients to enjoy greater com- 


fort during the hay fever season by prescribing BENADRYL. Its 


potent antihistaminic action rapidly relieves nasal blockage, rhi- 
norrhea, sneezing, itching, and related allergic reactions, while its 
atropine-like antispasmodic action swiftly suppresses bronchial and 
: _ gastrointestinal spasms. BENADRYL Hydrochloride (diphenhydra- 
| mine hydrochloride, Parke-Davis) is available in a variety of con- _ 
venient forms including: Kapseals,® ‘50 mg. each; Kapseals, 50 mg., 
: with ephedrine sylfate, 25-mg.; Capsules, 25 mg. each; Elixir, 
10 mg. per 4 cc.; oie Emplets,® 50 mg. each, for delayed action. 
| For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,° 
10 mg. per cc.; and Ampoules, 50 mg. per ce. . 
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“Doctor, | get so mad at everyone when | diet.” 


‘Dexamyl’ Spansule capsules provide single-dose daylong appetite con- 
trol and an often remarkable mood improvement. A feeling of serene 
optimism frequently replaces the tension and irritability so characteristic 
of the dieting patient. 


When your overweight patient is listless and lethargic, ‘Dexedrine’ 
Spansule capsules will, in addition to curbing appetite, provide gentle 
stimulation. 


DEXAMYL* for most overweight patients 


(‘Dexedrine’ plus amobarbital) 
Tablets - Elixir - Spansule* sustained release capsules 
In listless and lethargic overweight patients—DEXEDRINET 


AG) SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 


| | 


